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1881,  1884.  .Secretary,  1885-96.  Vice-President,  1891.  926 
Farragut  Square,  Washington. 

1886.— Johnstone,  Arthur  W.,  A.M.,  M.D.  Fellow  of  the 
British  Gynecological  Society.     Oak  Street,  Cincinnati,  Ohio. 

1887. — Kelly,  Howard  A.,  M.D.  Associate  Professor  of 
Gynecology  and  Obstetrics  in  Johns  Hopkins  University;  Gyne- 
cologist and  Obstetrician  to  the  Johns  Hopkins  Hospital ;  Con- 
sulting Surgeon  to  the  Kensington  Hosi)ital  for  Women,  Phila- 
delphia.    Johns  Hopkins  Hospital,  Baltimore. 

1877.— tKiMBALL,  Oilman,  M.D.     1887. 

1886.— King,  Albert  F.  A.,  A.M..  M.D.  Professor  of  Ob- 
stetrics and  Diseases  of  Women  and  Children  in  the  Medical 
Department  of  the  Columbian  University,  Washington,  and  in 
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the  University  of  Vermont ;  President  of  the  Washington 
Obstetrical  and  Gynecological  Society  (1885-'87)  ;  Fellow  of  the 
British  Gynecological  Society ;  Consulting  Physician  to  the 
Children's  Hospital,  Washington ;  Consulting  Physician  to  the 
Woman's  Dispensary.     726  Thirteenth  Street,  Washington. 

1887.— KoLLOCK,  Cornelius,  A.jNL,  M.D.  Ex-President 
South  Carolina  Medical  Association ;  Fellow  of  the  American 
Academy  of  Medicine  ;  President  of  the  PeeDee  Medical  Asso- 
ciation ;  Fellow  of  the  Southern  Surgical  and  Gynecological 
Association;  Corresponding  Member  of  the  Boston  Natural 
History  Society.     Cheraw,  S.  C. 

1881.— Lee,  Charles  Carroll,  A.M.,  M.D.,  LL.D.  Pro- 
fessor of  Gynecology  in  the  New  York  Post-Graduate  School ; 
Consulting  Surgeon  to  the  Charity  Hospital,  the  New  York  State 
Woman's  Hospital,  and  St.  Elizabeth's  Hospital ;  Physician  to 
the  New  York  Foundling  Asylum.  Council,  1886.  79  Madison 
Avenue,  New  York. 

Founder. — LusK,  William  T.,  ]SI.D.     Professor  of  Obstetrics, 
of  the  Diseases  of  Women  and  Children,  and  of  Clinical  Mid- 
wifery, Bellevue  Hospital  Medical  College ;  Physician  to  Belle- 
vue  Hospital ;  Consulting  Surgeon  to  the  Maternity  Hospital ; 
Visiting  Physician  to  the  Emergency  Lying-in  Hospital.      Vice- 
Preddent,  1889.     47  East  Thirty-fourth  Street,  New  York. 
Founder. — |Lyman,  George  H,,  M.D.     1885. 
1882.— Mann,  Matthew  D.,  A.M.,  M.D.     Professor  of  Ob- 
stetrics  and    Gynecology,  University  of  Buffalo ;  Gynecologist 
and  Consulting  Obstetrician   to   the  Buffalo  General  Hospital. 
Treamrer,  1883-91.     37  Allen  Street,  Buflalo,  N.  Y. 

1883.— Maury,  R.  B.,  M.D.  Council,  1885,  1888.  273 
Beale  Street,  Memphis,  Tenn. 

i^ownder.— MuNDE,  Paul  F.,  M.D.  Master  in  Obstetrics, 
Vienna;  Professor  of  Gynecology,  New  York  Polyclinic,  and  at 
Dartmouth  College :  Gynecologist  to  Mount  Sinai  Hospital ; 
Consulting  Surgeon  to  St.  Elizabeth's  Hospital.  Treasurer, 
1876-'83.  Vice-President,  1884.  20  West  Forty-fifth  Street, 
New  York. 

1891.— Murray,  Robert  A.,  M.D.     Obstetric  Surgeon  to 
Maternity  Hospital.     235  West  Twenty-third  Street,  New  York. 
Founder. —  ("NoECiGERATii,  Emil,  M.D.     1887. 
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1880.— Palmer,  Chauncey  D.,  M.D.  Professor  of  Obstet- 
rics, of  the  Medical  and  Surgical  Diseases  of  Women,  and  of 
Clinical  Gynecology  in  the  Medical  College  of  Ohio  ;  Professor 
of  Gynecology  and  of  Clinical  Gynecology  in  the  Woman's  State 
Hospital  and  Medical  College;  Obstetrician  and  Gynecologist  to 
the  Cincinnati  Hospital.  Council,  1888.  308  West  Seventh 
Street,  Cincinnati. 

1885. — Parish,  William  H.,  M.D.  Obstetrician  to  the 
Philadelphia  Hospital ;  Consulting  Obstetrician  to  the  Phila- 
delphia Lying-in  Charity  ;  Professor  of  Anatomy  in  the  Woman's 
Medical  College  of  Pennsylvania  ;  Professor  of  Obstetrics,  Dart- 
mouth Medical  College ;  Consulting  Surgeon,  Kensington  Hos- 
pital ;  Consulting  Gynecologist,  St.  Agnes's  Hospital ;  Gyne- 
cologist to  the  Philadelphia  Polyclinic.  1435  Spruce  Street, 
Philadelphia. 

Founder. — Parvin,  Theophilus,  M.D.,  LL.D.  Professor  of 
ObiSti  tries  and  of  the  Diseases  of  Women  and  Children  in  the 
Jefl'erson  Medical  College.  Council,  1876-77.  Vice-President, 
1882  and  1886.     1626  Spruce  Street,  Philadelphia. 

Fo»»(/er,— *Peaslee,  E.  Randolph,  M.D.,  LL.D.     1878. 

Founder. — fl^t^^'KOSE,  Richard  A.  F.,  A.M.,  M.D.,  LL.D. 
1885. 

1881.— Polk,  William  M.,  M.D.  Professor  of  Obstetrics 
and  Diseases  of  Women  and  Children,  University  of  the  City 
of  New  York  ;  Physician  to  Bellevue  Hospital  and  to  the  Emer- 
gency Lying-in  Hospital ;  Consulting  Gynecologist  to  St.  Luke's 
Hospital.  Vice-Fresident,  1890.  Council,  1891.  7  East 
Thirty-sixth  Street,  New  York. 

1877.— Reamy,  Thaddeus  A.,  A.M.,  M.D.,  LL.D.  Professor 
of  Clinical  Gynecology  in  the  Medical  College  of  Ohio ;  Gyne- 
cologist and  Obstetrician  to  the  Cincinnati  Hospital  ;  Gynecolo- 
gist to  the  Good  Samaritan  Hospital;  Surgeon  to  the  Woman's 
Hospital,  Cincinnati ;  Consulting  Gynecologist  to  Christ's  Hos- 
pital ;  Cons'ulting  Gynecologist  to  the  Ohio  State  Hospital  for 
Women;  Fellow  of  the  Medico-Chirurgical  Society  of  Philadel- 
phia ;  Corres|)onding  Member  of  the  Boston  Gynecological  So- 
ciety. Vice-Premdent,  1881.  Council,  1883.  President,  1885. 
Oak  Street,  Cincinnati,  Ohio. 

Founder. — Reeve,  John  C,  M.D.     President  of  the  Medical 
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Staff  of  St.  Elizabeth's  Hospital ;  formerly  Professor  of  Materia 
Medica  and  Therapeutics,  Medical  College  of  Ohio.  Council, 
1881  and  1885.  Vice-President,  1887.  Corner  of  Third  and 
Wilkinson  Streets,  Dayton,  Ohio. 

1891. — Reynolds,  Edward,  M.D.  Physician  to  the  Boston 
Lying-in  Hospital,  Out-patient  Department;  Physician  to  the 
Stainford  St.  Dispensary  for  Women.  15  Charles  Street,  Boston. 
1877.— Reynolds,  John  P.,  M.D.  Late  Professor  of  Ob- 
stetrics, Harvard  University ;  Consulting  Surgeon  to  the  Boston 
City  Hospital.  President,  1890.  236  Clarendon  Street,  Boston. 
Founder. — Richardson,  William  L.,  M.D.  Professor  of 
Obstetrics,  Harvard  University  ;  Physician  to  the  Boston  Lying- 
in  Hospital ;  Visiting  Physician  to  the  Massachusetts  General 
Hospital.  Vice-President,  1884.  225  Commonwealth  Avenue 
Boston. 

1881. — Sawyer,  Edward  Warren,  M.D.  .'>73o  Vincennes 
Avenue,  Chicago,  Illinois. 
1879.— =^ScoTT,  John,  M.D.,  M.R.C.S.L  1886. 
1886,— Sims,  H,  Marion,  M.D.  Surgeon  to  St.  Elizabeth's 
Hospital;  Gynecologist  to  the  New  York  Infant  Asylum  ;  Pro- 
fesor  of  Gynecology  at  the  New  York  Polyclinic.  4  East  Forty- 
seventh  Street,  New  York. 

Founder.— *Sni3,  J.  Marion,  M.D.,  LL.D.     1883. 
Founder. — Sinclair,     Alexander     D.,    M.D.     Consulting 
Physician   to   the   Boston   City  Hospital,  the  Boston  Lying-in 
Hospital,  and  the  Free   Hospital  for  AVomen.     Council,  1880. 
35  Newberry  Street,  Boston. 

Founder. — Skene,  Alexander  J,  C,  M.D.  Professor  of  the 
Medical  and  Surgical  Diseases  of  Women,  Long  Island  College 
Hospital.  Council,  1878,  1880.  Preddent,  1886-'87.  167 
Clinton  Street,  Brooklyn. 

Founder. — *Smith,  Albert  H.,  M.D.     1886. 
Founder. — JStorer,    D.    Humphreys,  M.D.,  LL.D.      Vice- 
President,  1879.     182  Boylston  Street,  Boston. 

1879.— Sutton,  R.  Stansbury,  A.M.,  M.D.,  LL.D.  For- 
merly President  of  the  American  Academy  of  Medicine  and  of 
the  Pittsburg  Obstetrical  and  Gynecological  Society ;  Associate 
Fellow  of  the  Philadelphia  Obstetrical  Society  ;  Fellow  of  the 
British  Gynecological  Society  ;  Surgeon  to  Terrace  Bank  Hos- 
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pitiil  for  Womeu.  Council,  1883.  419  Penn  Avenue,  Pitts- 
burg, Pa. 

Founder.— fTwhon,  Isaac  E.,  M.D.,  LL.D.     1887. 

Founder.— Thou\8,  T.  Gaillard,  M.D.,  LL.D.  Professor 
Emeritus  of  the  Diseases  of  Women  and  Children,  College  ot 
Physicians  and  Surgeons ;  Consulting  Surgeon  to  the  Woman's 
Hosspital  in  tlie  State  of  New  York ;  Consulting  Physician  to  the 
Nursery  and  Child's  Hospital,  New  York,  and  to  St.  Mary's 
Hospital,  Brooklyn.  President,  1879.  Council,  1883.  600 
Madison  Avenue,  New  York. 

Founder.— *Trahk,  James  D.,  M.D.     1883. 

1879.— tUNUERHiLL,  J.  W.,  M.D.    1886. 

Founder. — Van  de  Warker,  Ely,  M.D.  Surgeon  to  the 
Central  New  York  Hospital  for  Women ;  Surgeon  to  the  Syra- 
cuse Woman's  and  Children's  Hospital.  Council,  1884-89. 
104  Fayette  Park,  Syracuse,  N.  Y. 

Founder. — ^Wallace,  Ellehsme,  j\I.D.     1885. 

Founder.— *\VmTE,  James  P.,  M.D.     1881. 

1867.— *WiLsoN,  Ellwood,  M.D.     1889. 

Founder.— V^ihson,  Henry  P.  C,  M.D.  Ex- President  of 
the  Medical  and  Chirurgical  Faculty  of  Maryland,  of  the  Bal- 
timore Academy  of  Medicine,  and  of  the  Baltimore  Obstetrical 
and  Gynecological  Society ;  Surgeon  to  the  Hospital  for  the 
Women  of  Maryland  ;  Consulting  Gynecologist  to  St.  Agnes's 
Hospital,  and  to  the  Union  Protestant  Infirnuiry  ;  Member  of 
the  British  Medical  Association ;  Fellow  of  the  British  Gyneco- 
logical Society ;  Consulting  Surgeon  to  the  Johns  Hopkins 
Hospital.  Vice-President,  1879.  Council,  1884.  President, 
1889.     814  Park  Avenue,  Baltimore. 

1886. — Wylie,  W.  Gill,  M.D.  Professor  of  Gynecology  in 
the  New  York  Polyclinic  ;  Gynecologist  to  Bellevue  Hospital, 
New  York ;  Consulting  Surgeon  to  the  Methodist  Episcopal 
Hospital,  Brooklyn;  Fellow  of  the  Academy  of  Medicine; 
Fellow  of  the  British  Gynecological  Society.  40  West  Fortieth 
Street,  New  York. 

Total,  71  Active  Fellows. 
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FIFTEENTH  ANNUAL  MEETING. 

Buffalo,  Tuesday,  Wkdnesday,  and  Thursday,  September  16, 17,a?jrf  18,  1890. 

The  following  Fellows  were  present : 

THOMAS  A.  ASHBY Baltimore. 

B.  B.  BROWNE Baltimore. 

HENRY  T.  BYFORD    ........  Chicago. 

CLEMENT  CLEVELAND New  York. 

FRANCIS  n.  DAVENPORT Boston. 

A.  PALMER  DUDLEY New  York. 

E.  C.  DUDLEY Chicago. 

WILLIS  E.  FORD Utica. 

E.  C.  GEHRUNG St.  Louis. 

CHARLES  M.  GREEN Bo.ston. 

W.  W.  JAGGARD Chicago. 

EDWARD  W.  JENKS Detroit. 

JOSEPH  TABER  JOHNSON Washington. 

ARTHUR  W.  JOHNSTONE Ci.vcinnati. 

HOWARD  A.  KELLY Baltimore. 

MATTHEW  D.  MANN Buffalo. 

WILLIAM  M.  POLK New   !foRK. 

JOHN  P.  REYNOLDS Boston. 

ALEXANDER  D.  SINCLAIR Boston. 

ALEXANDER  J.  C.  SKENE Brooklyn. 

HENRY  P.  C.  WILSON Baltimore. 

Total,  twenty-one  Fellows. 

First  Day. —  Tuesday,  September  16,  1890. 

Morning  Session. — The  meeting  was  called  to  order  by  the 
President,  Dr.  John  P.  Reynolds,  of  Boston. 

Twenty-one  Fellows  responded  to  the  roll-call. 

The  President  introduced  Dr.  Roswell  Park,  of  Buffalo,  who 
delivered  the  following  address  of  welcome  : 

Gentlemen  op  the  Gynecological  Society  :  The  pecu- 
liar pleasure  which  I  experience  in  welcoming  you  to  our  city 
is   shared,  I   am  sure,  by  every  one   of  my  local  professional 
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brethren.  Aside  from  the  esteem  in  which  we  hold  each  of  you 
personally,  knowing  each  of  you  as  we  do,  at  least  by  reputa- 
tion, and  because  of  the  noble  work  in  which  yon  are  engaged, 
as  well  as  for  the  energetic  manner  in  which  you  perform  it,  we 
have  for  you  possibly  a  warmer  greeting  because  a  number  of 
years  have  passed  since  we  have  had  here  a  representative 
national  gathering  of  medical  men.  A  dozen  years  or  so  ago 
the  American  Medical  Association  convened  here,  and  as  a 
visitor  at  that  time  1  can  look  back  u])on  the  occasion  with  most 
pleasant  recollections.  Since  then  Buffalo  physicians  have  en- 
joyed the  hospitalities  of  many  other  cities,  American  and  foreign, 
but  I  do  not  recall  that  we  have  again  had  an  opportunity  to 
take  unto  our  hearts  and  into  our  homes  such  an  eminently 
talented  and  widely-known  company  of  literary  or  scientific  men 
as  that  to  which  I  now  have  the  honor  of  offering  the  hospitali- 
ties and  courtesies  of  their  colleagues. 

Yours  is  a  noble  branch  of  the  healing  art  and  humanity — or 
femininity — is  vastly  indebted  to  members  of  your  society.  That 
the  women  of  Western  New  York  appreciate  the  fact  and  are 
grateful  accordingly  would  be  proved  by  hundreds  of  them  could 
they  here  express  themselves.  The  gynecology  of  this  region 
ha-s  been  based  mainly  upon  the  teachings  of  two  of  your  mem- 
bers, the  one  dead,  the  other  living,  and  the  hundreds  of  students 
who  have  gone  forth  from  the  Buffalo  Medical  College  have 
reflected  the  lustre  which  they  have  shed  upon  it. 

We  have  an  additional  reason  for  being  glad  to  see  you  here. 
As  good  and  patriotic  citizens  we  wish  to  impress  upon  you  the 
thrift  and  the  business  importance  of  our  fair  city.  A  quarter 
of  a  million  inhabitants,  and  more,  each  busy  with  his  or  her 
own  businet^s,  and  some — as  every  where — self-burdened  with  that 
of  others,  constitute  a  microcosm  of  which  we  are  very  proud. 
Could  we  so  far  divert  you  from  more  serious  discussions  as  to 
have  a  chance  to  exhibit  our  miles  of  beautiful  avenues,  whose 
arching  shade-trees  and  magnificent  residences  constitute  an 
urban  dream,  our  three-score  miles  of  smooth  asphalt,  or  our 
hundreds  of  miles  of  railroad  tracks  inside  our  limits,  I  imagine 
we  might  almost  tempt  you  to  make  Buffalo  a  national  gyneco- 
logical headtpuwters. 
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Ours  is  a  point  of  no  small  historic  interest.  L  )n<^  before  the 
War  of  Independence  the  missionary,  the  Indian  trader,  the 
foreijrii  soldier,  and  the  native  Indian  had,  each  in  turn,  left  his 
mark  or  his  record  in  our  local  history.  Only  a  few  miles  away, 
at  the  other  end  of  this  short  Niagara  river — or  Niagara  sis  the 
Indians  called  it — one  can  hardly  dig  anywhere  without  coming 
upon  human  remains,  showing  the  bitterness  with  which  this 
natural  frontier  was  contested.  Though  the  model  "  red  man  of 
the  forest"  of  Fennimore  Cooper  no  longer  lives,  if  indeed  he 
ever  lived,  and  though  the  guttural  accent  of  the  Seneca  or  Tus- 
carora  language  no  longer  sounds  soft  upon  the  willing  ear  as  it 
is  supposed  to  have  sounded  in  this  aboriginal  Utopia,  neverthe- 
less we  could  yet  show  you  some  of  the  descendants  of  the  Six 
Nations  with  an  accent  more  gutteral  than  ever.  Indeed  their 
medicine  men  are  still  seen  upon  our  streets,  though  they  belong 
to  no  school,  know  no  code,  and  do  not  recognize  gynecology, 
unless  it  be  spelled  with  an  "i"  instead  of  a  "y." 

Buffalo  has  a  commercial  importance  a  full  revelati(m  of  which 
would  surprise  you.  A  traveller  to  New  York  may  take  his 
choice  from  some  eighteen  through  express  trains,  which  depart 
every  twenty-four  hours  for  that  suburb  over  five  different  rail- 
roads ;  at  least  seventeen  virtually  different  lines  centre  here, 
beside  which  we  have  a  lake  trade  which  is  enormous.  Climato- 
logically  our  country  presents  nothing  superior,  consequently  the 
conventional  Bison  is  as  self-satisfied  and  contented — with  the 
best  of  reasons — as  mortal  need  be.  Moreover,  our  proximity  to 
Canadian  soil  makes  this  an  extremely  popular  objective  point 
with  a  class  of  people  who  travel  rapidly  and  incog. 

Our  great  show-place,  of  course,  is  Niagara  Falls,  which  we 
hope  to  show  you  under  pleasant  auspices.  Not  alone  their 
grandeur  and  beauty  should  engage  your  attention,  their  popu- 
larity as  a  resort  for  young  tourists  of  a  certain  class  is  tre- 
mendous, and  you  should  view  them  with  feelings  allied  to 
gratitude,  since  one  can  hardly  imagine  how  much  work  for  those 
of  your  craft  has  had  its  inception  there. 

Of  other  points  of  local  interest  we  have  not  a  few,  still  their 
rehearsal  need  hardly  detain  you  now,  and  I  am  not  here  to  ex- 
pound local  geography.     What  interests  you  most  at  this  time  are 
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the  important  professional  topics  which  you  have  come  to  discuss, 
while  that  which  interests  us  most  is,  not  merely  the  subject- 
matter  of  your  deliberations,  but  that  you  may  leave  Buffalo 
with  such  favorable  impressions  of  her  citizens  and  her  prosperity 
that  you  may  be  tempted  at  some  time  in  the  near  future  to  select 
it  as  again  your  meeting-place.  With  a  warm  and  sincere  hope 
that  such  may  be  the  case,  and  with  our  best  wishes  for  a  most 
enjoyable  and  profitable  meeting,  I  shall  conclude  with  every 
assurance  that  words  may  convey  that  you  are  cordially  and 
heartily  welcome.  May  everything  conspire  to  favor  you  and 
bring  you  shortly  into  our  midst  again. 

On  recommendation  of  the  Council,  the  following  j)hy3ician8 
were  nominated  as  guests  of  the  Society  :  Dr.  Roswell  Park,  Dr. 
Charles  T.  Stockton,  Dr.  Stephen  Y.  Howell,  Dr.  W.  C.  Phelps, 
William  S.  Tremaine,  Dr.  Charles  Cary,  Dr.  Herman  Mynter, 
and  Dr.  M.  B.  Folwell,  of  Buffalo;  Dr.Hunter  Robb,  of  Balti- 
more ;  Dr.  A.  H.  Buckmaster,  of  Brooklyn  ;  Dr.  George  E. 
Keith,  of  London,  England;  Dr.  J.  A.  Temple,  of  Toronto, 
Canada. 

A  discussion  on  the  subject  of  the  "  Diagnosis,  Pathology,  and 
Treatment  of  Extra-uterine  Pregnancy "  was  opened  with  a 
paper  by  Dr.  A.  W.  Johnstone,  of  Cincinnati,  followed  by  papers 
by  Dr.  M.  D.  Mann,  of  Buffalo,  Dr.  J.  M.  Baldy,  of  Phila- 
delphia (the  author  being  absent),  and  Dr.  Charles  Jewett,  of 
Brooklyn  (read  by  Dr.  Skene). 

The  general  discussion  which  followed  was  shared  in  by  Dr. 
A.  J.  C.  Skene,  Dr.  W.  W.  Jaggard,  Dr.  H.  A.  Kelly,  Dr.  M. 
D.  Mann,  Dr.  E.  C.  Jenks,  Dr.  A.  H.  Buckmaster,  Dr.  H.  T. 
Hanks,  Dr.  J.  A.  Temple,  and  Dr.  A.  W.  Johnstone. 

Afternoon  Session. 

After  the  completion  of  the  discussion  on  extra-uterine  preg- 
nancy, Dr.  Willis  E.  Ford,  of  Utica,  read  a  paper  on  "  The 
Question  of  Amperage  in  the  Treatment  of  Fibroid  Tumors  by 
Electricity,"  which  was  discussed  by  Drs.  Tremaine,  Skene, 
Wilson,  Keith,  and  Gehrung. 
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Second  Day. —  Wednesday,  September  17th. 

Morning  Session. — Dr.  Henry  T.  Byford,  of  Chicago,  read  a 
paper  on  "Vaginal  Fixation  of  the  Stump  in  Abdominal  Hyster- 
ectomy,"  which  was  discussed  by  Dr.  Howard  Kelly,  Dr.  William 
A.  Polk,  Dr.  E.  C.  Dudley,  Dr.  A.  J.  C.  Skene,  Dr.  Joseph 
Taber  Johnson,  Dr.  J.  C.  Temple,  and  Dr.  George  Keith. 

The  President  then  read  his  Annual  Address  on  "  The  Limit- 
ing of  Childbearing  among  the  Married." 

Dk.  Wilson  said  :  I  cannot  refrain  from  rising  to  express  my 
thanks  to  the  President  for  having  brought  this  subject  before 
us.  To  such  a  body  of  men,  such  a  Society  as  we  are,  there  can 
be  no  subject  more  important ;  and  I  may  say  that  every  word 
that  has  been  uttered  by  our  President  is  responded  to  by  me 
most  heartily. 

I  move  you.  Sir,  that  a  vote  of  thanks  be  tendered  to  the  Presi- 
dent by  the  Society  for  having  brought  this  subject  before  us, 
and  having  dealt  with  it  in  such  an  able  manner. 

Dr.  Skene  :  May  I  be  permitted  to  second  the  motion  of 
Dr.  Wilson,  and  in  doing  so  say  a  word  ? 

Some  one  has  claimed  that  his  success  in  life  depended  very 
largely  upon  the  sagacity  and  good  judgment  that  he  manifested 
in  the  choice  of  his  parents,  and  I  am  sure  that  we  can  with 
equal  good  judgment  claim  that  our  success  has  largely  depended 
upon  our  wisdom  in  the  selection  of  our  presiding  officer.  He 
seems  to  be  specially  endowed  for  the  office,  in  fact  every  inch  a 
President ;  and  while  reading  his  address  it  occurred  to  me  that 
he  must  be  at  least  six-feet-two — so  the  inches  are  many.  I  am 
sure  that  we  all  appreciate  the  fact  that  we  never  had,  and  never 
could  have,  a  President  who  could  have  chosen  a  more  interesting 
subject  than  the  one  he  has  brought  before  us,  to  say  nothing  of 
the  manner,  which  is  beyond  criticism. 

It  is  most  valuable  and  certainly  most  interesting  to  have  a 
little  of  the  psychology  of  gynecology  thrown  in  with  so  much 
surgery — and  I  think  that  the  President's  Address  was  fully 
calculated  to  make  our  proceedings,  so  far,  more  evenly  bal- 
anced— a  little  too  much  surgery  perhaps,  but  it  is  all  counter- 
balanced by  the  magnificent  address  which  we  have  had.     Much 
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more  might  be  said  to  prove  the  charges  which  I  wish  to  prefer 
against  our  President,  hut  as  lie  is  from  Boston,  I  presume  he 
will  admit  them. 

The  motion  was  then  |)ut  ami  carried. 

Dr.  Polk  :  The  Society  by  this  act  expresses  to  Dr.  Reynolds 
its  thanks  and  appreciation. 

"Injuries  to  the  Ureters  during  Labor"  was  the  title  of  a 
paper  read  by  Dr.  A.  J.  C.  Skene,  of  Brooklyn,  the  discussion  of 
which  was  adjourned  until  the  afternoon  session. 

Afternoon  Session. 

Dr.  Skene's  paper  was  discussed  by  Dr.  Jaggard,  Dr.  John- 
stone, Dr.  Kelly,  and  Dr.  Byford. 

Dr.  F.  H.  Davenport,  of  Boston,  read  a  paper  on  "  Inconti- 
nence of  Urine,  due  to  Malposition  of  the  Ureter."  No  dis- 
cussion. 

"  Cephalhsematoma  "  by  Dr.  Howard  A.  Kelly,  of  Baltimore. 
Discussed  by  Dr.  Jaggard,  Dr.  Jenks,  Dr.  Polk,  and  Dr. 
Frederick. 

Dr.  T.  A.  Ashby's  paper  on  "  Drainage  after  Laparotomy  " 
was  discussed  by  Dr.  Robb  and  Dr.  A.  P.  Dudley,  after  which, 
on  motion  by  Dr.  Mann,  further  discussion  was  postponed  until 
the  following  day. 

Third  Day. —  Thursday,  Septembrr  18th. 

Morning  Se.<<sion. — The  discussion  of  Dr.  Ashby's  paper  was 
reopened  by  Dr.  E.  C,  Dudley,  followed  by  Dr.  Johnson,  Dr. 
Mann,  and  Dr.  Wilson. 

"  Laparotomy  for  Intra-pelvic  Pain,"  by  Dr.  T.  A.  Ashby,  of 
Baltimf)re  ;  discussed  by  Dr.  Kelly,  Dr.  A.  P.  Dudley,  Dr.  Polk, 
Dr.  Byford,  Dr.  Mann,  and  Dr.  Johnson. 

Dr.  Edward  Jenks,  of  Detroit,  read  a  short  paper  on  "  The 
Resemblance  of  Some  Forms  of  Benign  Disease  to  Malignant," 
following  which  remarks  were  made  by  Dr.  Polk,  Dr.  A.  P. 
Dudley,  and  Dr.  Mynter. 

A  paper  by  Dr.  H.  P.  Hanks,  of  New  York,  entitled  "  A 
Report   of   my    Recent   Experience   in    Restoring   Lacerations 
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Involving  the  Sphincter  Ani  by  the  Flap-splitting  Method,"  was 
read  by  Dr.  A.  P.  Dudley,  in  the  absence  of  the  writer.  Dis- 
cussion by  Dr.  E.  C.  Dudley  and  Dr.  Polk. 

Papers  announced  on  the  programme  by  Dr.  H.  C  Coe,  of 
New  York.  Dr.  Charles  Jewett,  of  Brooklyn,  and  Dr.s.  Richard- 
son and  Sinclair,  of  Boston,  were  read  by  title  and  will  appear 
in  their  proper  place  in  the  Transactions. 

The  President  closed  the  session  with  the  following  words  : 
Gentlemen:  The  hour  has  come  for  closing  the  Buffalo 
meeting.  The  members  are  certainly  to  be  congratulated  upon 
its  success,  and  above  all  for  the  frank  and  incisive  discussion, 
often  widely  divergent  in  opinion  and  yet  at  all  times  friendly, 
which  has  been  so  noteworthy. 

We  have  to  thank  our  invited  guests  for  their  kindness  in 
taking  part  in  the  debates  and  thereby  greatly  adding  to  their 
interest,  and  not  less  our  colleagues  and  friends  who  have  cheered 
us  by  their  unwearying  presence  and  support.  We  want  words 
for  Bufialo  itself,  the  charm  of  the  city  and  its  overflowing  hos- 
pitality. We  can  but  make  for  all  that  kindness  our  grateful 
acknowledgment.     [Applause.] 

It  is  a  matter  of  deep  personal  regret  that  I  may  not  at  this 
moment  present  to  you,  according  to  our  usual  custom,  my  suc- 
cessor in  office.  He  is  one  of  the  "  innocents  abroad,"  a  bosom 
friend  of  Mark  Twain ;  abroad  now,  and  no  doubt  as  innocent 
to-day  as  always  heretofore.  The  last  words  that  I  heard  him 
speak  are  still  in  my  ears.  At  our  happy  assembling  on  one  of 
the  wide  encircling  wings  that  shut  in  the  harbor  of  Boston, 
after  hearing  some  banter  about  the  city  of  his  home,  he  rose 
and  said :  "  Mr.  Chairman,  it  is  well  known  that  the  people  of 
Chicago  are  remarkable  for  two  things ;  in  the  first  place  they 
are  all  very  good,  and  then  they  are  all  extremely  modest."  You 
know  as  well  his  twinkling  eye  and  his  genial  features,  as  you  do 
his  hearty  interest  in  this  Society  and  his  unfailing  devotion  to 
its  work.  You  need  then  only  shut  your  eyes  to  see  in  spirit,  if 
not  bodily,  Dr.  Reeves  Jackson  here  present,  and  if  the  char- 
acter and  accomplishments  of  a  President  have  anything  to  do 
with  the  success  of  this  body,  we  may  predict  for  it  in  the  coming 
year  unparalleled  prosperity. 
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Dk.  Wilson,  of  Baltimore :  Mr.  President,  before  we  adjourn 
I  would  like  to  offer  tiie  thanks  of  this  Society  for  the  able,  im- 
partial and  considerate  manner  in  which  our  President  has  pre- 
sided over  our  deliberations. 

Dr.  Dudley,  of  Chicago :  In  seconding  that  resolution  I 
would  recall  a  fiirailiar  quotation  : 

"Let  others  hail  the  rising  sun, 
We  bow  to  him  whose  race  is  run." 
The  above  motion  was  then  put  and  carried,  and  the  Society 
adjourned   to   meet   in  Washington  on  the   third   Tuesday  in 
September,  1891.  HENRY   C.  COE, 

Secretary. 


CONSTITUTION. 


I.  This  Society  shall  be  known  as  the  American  Gynecological 
Society. 

II.  The  object  of  this  Society  shall  be  the  promotion  of 
knowledge  in  all  that  relates  to  the  Diseases  of  Women  and 
to  Obstetrics. 

FELLOWS. 

III.  The  Fellows  of  this  Society  shall  consist  of  Fellows  and 
Honorary  Fellows. 

The  Fellows  shall  not  exceed  one  hundred  in  number. 

The  Honorary  Fellows  shall  not  exceed  ten  Americans  and 
twenty-five  foreign. 

Candidates  shall  be  proposed  to  the  Council  one  month  before 
the  first  day  of  meeting  by  two  Fellows,  and  shall  be  balloted 
for  at  the  annual  meeting,  a  list  of  the  names  having  been  sent 
to  every  Fellow  with  the  notification  of  the  meeting. 

A  two-thirds  affirmative  vote  of  all  the  Fellows  present  shall 
constitute  an  election,  fifteen  Fellows,  at  least,  being  present. 

No  one  shall  be  eligible  for  active  fellowship  until  he  shall 
have  submitted  to  the  Council  a  paper  on  some  subject  connected 
with  Gynecological  Science. 

HONOUARY    FELLOWS. 

IV.  The  power  of  nominating  Honorary  Fellows  shall  be 
vested  in  the  Council. 

The  election  shall  take  place  in  the  same  manner  as  that  of 
ordinary  Fellows. 
They  shall  enjoy  all  the  privileges  of  other  Fellows,  but  shall 
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not  be  required  to  pay  any  fee,  or  be  allowed  to  hold  any  office 
or  cast  any  vote. 

OFFICERS. 

V.  The  officers  of  the  Society  shall  be  a  President,  two  Vice- 
Presidents,  a  Secretary,  and  a  Treasurer,  who,  with  four  other 
Fellows,  shall  constitute  the  Council  of  the  Society. 

The  nomination  of  all  officers  shall  be  made  in  open  session 
at  the  business  meeting,  and  the  same  shall  be  elected  by  ballot. 

The  officers  shall  enter  upon  their  duties  immediately  before 
the  adjournment  of  the  meeting  at  which  they  were  elected,  and 
shall  hold  office  for  one  year. 

Any  vacancy  occurring  between  the  annual  meetings  shall  be 
filled  temporarily  by  the  action  of  the  Council. 

All  officers  shall  be  eligible  for  reelection. 

ANNUAL   MEETING. 

VI.  The  annual  meeting  of  the  Society  shall  be  held  at  such 
time  and  place  as  shall  be  designated  by  the  Society  at  the 
previous  annual  meeting.  It  shall  continue  for  three  days, 
unless  otherwise  ordered  by  a  vote  of  the  Society. 

AMENDMENTS. 

VII.  This  Constitution  may  be  amended  by  two-thirds  vote 
of  all  the  Fellows  present  at  an  annual  meeting,  provided  that 
notice  of  the  proposed  amendment  has  been  given  in  writing  at 
the  annual  meeting  next  preceding,  and  the  same  been  printed 
in  the  notification  of  the  meeting  at  which  the  vote  is  to  be 
taken. 


BY-LAWS, 


PRESIDENT    AND    VICE-PRESIDENTS. 

I,  The  President  and  Vice-Presidents  shall  discharge  the 
duties  belonging  to  their  respective  offices.  The  President  shall 
be  ex-officio  chairman  of  the  Council. 
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SECRETARY. 


II.  The  Secretary  shall  attend  and  keep  a  record  of  all  the 
meetings  of  the  Society  and  of  the  Council,  of  which  latter  he 
shall  be  ex-officio  clerk. 

At  each  annual  meeting  he  shall  announce  the  names  of  all 
who  shall  have  ceased  to  be  Fellows  since  the  last  report. 

He  shall  superintend  the  publication  of  the  Traiisactiona, 
under  the  direction  of  the  Council. 

He  shall  notify  candidates  of  their  election  to  fellowship. 

He  shall  send  notifications  of  the  annual  meetings  and  of  the 
meetings  of  the  Council. 

TREASURER. 

III.  The  Treasurer  shall  receive  all  moneys  due,  and  pay  all 
debts.  He  shall  render  an  account  thereof  at  the  annual 
meeting,  when  an  Auditing  Committee  shall  be  appointed  to 
report. 

COUNCIL. 

IV.  The  Council  shall  meet  as  often  as  the  interests  of  the 
Society  may  require. 

Five  members  shall  constitute  a  quorum. 

It  shall  have  the  management  of  the  afl^airs  of  the  Society, 
subject  to  the  action  of  the  Society  at  its  annual  meetings. 

It  shall  arrange  the  order  for  the  reading  of  papers  at  the 
annual  meetings. 

It  shall  not  have  power  to  make  the  Society  liable  for  any 
debts  exceeding  in  total  one  hundred  dollars  in  the  course  of 
any  one  year,  unless  specially  authorized  by  a  vote  of  the 
Society. 

It  shall  have  the  entire  control  of  the  publications  of  the 
Society,  with  the  power  to  reject  such  papers  or  discussions  as  it 
deems  best. 

The  President,  or  any  three  members,  may  call  a  meeting, 
notice  of  which  shall  be  transmitted  to  every  member  two  weeks 
previous  to  the  meeting. 
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The  Council  shall  determine  questions  by  vote,  or — if  de- 
manded— by  ballot,  the  President  having  a  casting  vote. 

The  Council  shall  constitute  a  Board  of  Trial  for  all  offences 
against  the  Constitution  and  By-laws,  or  for  conduct  unbecoming 
an  honorable  physician,  and  shall  have  the  sole  power  of  moving 
the  expulsion  of  any  Fellow. 

ORDER   OF   BUSINEaS. 

V.  The  Order  of  Business  at  the  annual  meetings  of  the 
Society  shall  be  as  follows  : 

I.  General  Meeting  at  10  a.  m.  each  day. 

1.  Reports  of  Committees. 

2.  Reading  of  Papers  and  Discussion  of  the  same. 
II.  The  Business  Meeting  shall  be  held  at  half-past  eight 

o'clock  I'.  M.  ou  the  second  day  of  the  session,  at 
which  only  Fellows  of  the  Society  shall  be  present. 
The  Secretary's  record  shall  then  be  read ;  the 
Treasurer's  accounts  be  submitted  ;  the  reports  of 
Committees  on  other  than  scientific  subjects  be  re- 
ceived ;  and  all  miscellaneous  business  be  transacted. 

PAPERS,  ETC. 

VI.  The  titles  of  all  papers  to  be  read  at  any  annual  meeting 
shall  be  forwarded  to  the  Secretary  not  later  than  two  weeks 
before  the  first  day  of  the  meeting. 

No  paper  shall  be  read  before  the  Society  which  has  already 
been  printed,  or  been  read  before  another  body. 

All  papers  that  may  be  read  before  the  Society,  and  accepted 
for  publication,  shall  become  the  property  of  the  Society,  and 
their  publication  shall  be  under  the  control  of  the  Council. 

CiUORUM. 

VII.  A  quorum  for  business  purposes  shall  be  fifteen  Fellows. 

DECORUM. 

VIII.  No  remarks  reflecting  upon  the  personal  or  professional 
character  of  any  Fellow  shall  be  in  order  at  the  annual  meet- 
ings, except  when  introduced  by  the  Council. 
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ASSESSMENTS. 


IX.  Every  Fellow  shall  pay  in  advance  the  sum  of  fifteen 
dollars  annually. 

Any  Fellow  whose  subscription  shall  be  more  than  nine 
months  in  arrears  shall  be  reminded  of  the  fact  by  the  Treas- 
urer in  writing :  in  event  of  payment  not  being  then  made,  he 
may,  on  vote  of  the  Council,  be  dropped  from  the  Society. 

Each  Fellow  shall  pay  on  admission  an  initiation  fee  of  twenty- 
five  dollars. 

Any  Fellow  who  shall  neither  attend  nor  present  a  paper  for 
three  successive  years  shall,  unless  he  offers  an  excuse  satisfac- 
tory to  the  Society,  be  dropped  from  fellowship. 

AMENDMENTS. 

X.  Any  of  these  By-laws  may  be  amended,  repealed,  or  sus- 
pended, by  a  two-thirds  vote  of  the  Fellows  present  at  any 
meeting,  provided  previous  notice  in  writing  has  been  given  at 
the  annual  meeting  immediately  preceding  the  one  at  which  the 
vote  is  to  be  taken. 
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THE  PRESIDENT'S  ANNUAL  ADDRESS. 


By  John  P.  Reynolds,  M.D., 
Boston. 


The  unchangiug  success  of  the  Society  gives  all  its  friends 
groimd  for  honest  congratulation.  In  individual  life  fifteen 
years  mean  adolescence  fairly  begun  ;  here  they  imply  not 
only  the  strength  of  youth  but  all  its  glorious  promise. 

The  twelvemonth  has  not  left  us  untouched.  William  H. 
Byford,  a  founder  of  this  Association,  and  always  an  active 
and  valued  member,  will  no  more  share  its  work.  A  me- 
morial of  Dr.  Byford,  recording  for  us  and  for  others  his 
honored  career,  has  been  prepared  by  one  of  our  colleagues, 
and  will  be  found  among  the  Transactions  of  the  year.  Were 
it  not  for  this  sad  loss  our  ranks  would  remain — praise  be 
to  God ! — unbroken.  Each  and  every  other,  younger  and 
older,  reports  himself  to-day  ready  for  duty.  The  pleasure 
of  greeting  once  more  these  trusty  friends  needs  no  words. 

With  a  deep  impression  of  personal  insufficiency  I  bring- 
before  yoi^a  topic  somewhat  foreign  to  the  usual  character  of 
the  annual  address.  The  grave  importance,  public  and  pri- 
vate, of  the  subject  on  which  it  bears  will,  I  hope,  sufficiently 
excuse  ray  choice.  No  one  can  more  regret  the  fragmentary 
and  necessarily  unsatisfactory  treatment  which  it  must  receive. 

Marriage,  which  is  at  this  moment  under  eager  and  widely 
extended  debate,  too  deeply  concerns  every  human  interest  to 
permit  indifference  to  that  discussion  :  on  the  issues  involved 
every  man  feels  the  need  of  clear  teaching  and  of  deliberate 
convictions.    To  attempt  within  the  limits  of  the  annual  address 
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a  general  review  of  this  question  would  be  gross  presumption  ; 
but  such  attention  as  has  been  at  my  command  has  made  the 
conviction  every  day  stronger,  that  the  crucial  element  in  the 
inquiry,  the  one  factor  upon  wiiich  every  conclusion  must  in 
the  end  hinge,  is  the  ever-recurring  matter  of  childbearing. 

Our  subject  is,  then,  "  The  Limiting  of  Childbearing  Among 
the  Married."  We  have,  however,  to-day  no  fresh  lance  to 
break  at  the  well-known  infamous  practice  of  our  time.  On 
the  contrary,  did  there  exist  contrivances  for  preventing  im- 
pregnation, sure,  accessible,  and  utterly  harmless,  what  I  have 
to  present  would  come  all  the  more  sharply  outlined. 

Honest  inquirers  ought  to  covet  eagerly  on  these  points  the 
judgment  of  assemblies  like  this.  Throughout  your  profes- 
sional lives  you  have  watched  at  the  closest  quarters  and  under 
every  varying  condition  marriage  and  childbearing  as  no 
other  class  can. 

We  will  shut  wholly  out  of  view  the  misleading  issues 
drawn  from  the  family  of  the  drunkard,  the  improvident, 
the  phthisical,  or  the  insane,  and  will  equally  forget  every 
case  in  which,  for  medical  reasons,  sound  and  well  considered, 
pregnancy  ought  to  be  interdicted  or  seldom  allowed.  These 
form  a  wide  field  for  the  counsels  of  the  sagacious  practi- 
tioner; but  to  our  inquiry  they  hold  no  relation. 

Wc  are  to  take  up  the  following  instance  :  A  man  and  a 
woman  have  married,  neither  prematurely  nor  too  late,  in  the 
fulness  of  health  and  strength  ;  each  of  them  free  from  any 
inheritance  of  disease ;  trained  well  and  wisely  in  body  and 
mind;  with  adequate  means  of  support;  in  a  union  just, 
equal,  and  loving;  and  in  character  too  upright  and  worthy 
to  palter  with  any  known  wrong  or  dishonor.  To  these 
parents,  as  to  others  their  like,  belong  sons  and  daughters 
eight  or  ten,  or  thereabout. 

The  husband  and  wife  just  described  will  not  interfere  with 
that  result  or  substantially  change  it.  Separation,  for  periods 
longer  or  shorter,  may  perhaps  be  mutually  accepted.  In 
repeated  instances  this  is  honorably  maintained ;  but  with  the 
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great  majority  of  young,  strong,  and  well  people,  living 
together,  it  is  impracticable,  and  where  unwillingly  enforced 
it  becomes  in  all  time  the  fruitful  parent  of  every  form  of 
degradation  and  immorality.  Such  separation  excepted,  these 
people  have  no  control. 

The  statements  of  this  paper  refer  exclusively  to  the 
parents  thus  before  us,  and  to  their  family.  No  criticism 
will  hold  that  sets  aside  this  restriction. 

Does,  then,  any  statute  make  all  these  children  obligatory  ? 
Surely  not.  The  loftiest  purity,  the  highest  nobleness  may 
well  be  set  before  men,  though  no  penal  legislation  make 
them  binding.  Marriage,  the  marriage  of  this  man  and  this 
woman,  establishes  a  home  where  parents  gladly  train  those 
placed  in  their  care,  paying  back  to  others  the  love  that  was 
once  lavished  on  them.  The  ten  children  may  not  always  be 
found  :  "  There  is  no  fold,  howe'er  tended,  but  one  dead  lamb 
is  there " ;  but  the  demand  is,  that  there  be  hearts  open  for 
all  that  God  will  give,  that  their  coming  be  welcomed,  counted 
a  blessing  unspeakable — never  be  matter  of  dread.  For  long 
years  there  has  rung  in  my  ears  the  word  of  one  of  the  noblest 
of  women  then  in  the  height  of  the  mother's  struggle  of 
bearing,  nursing,  and  rearing  a  family  of  many  sons  and 
daughters :  "  Oh  !  if  I  must  think  that  any  other  creature 
did  this  to  me — that  it  was  my  husband  that  appointed  it  for 
me ;  if  in  it  I  did  not  see  God's  hand,  I  could  never  endure 
it."  Pardon  me  if  I  tell  the  rest ;  I  was  the  physician.  The 
births  were  hard,  even  to  see ;  labors  of  a  strong,  mighty 
mother.  There  was  never  any  miscarriage.  And  I  have 
watched  that  family.  Not  one  failed.  There  came  no  great 
sorrow.  The  children  were  noble  men  and  women ;  love 
between  them  was  never  wanting.  The  mother  lived  through 
it  all,  it  seemed  to  me,  in  that  spirit  which  has  been  the 
inheritance  of  the  ages  :  "  Behold  the  handmaid  of  the  Lord ; 
be  it  unto  me  according  to  thy  word." 

The  varying  interpretations   of  the   original    motive  and 
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purpose  of  marriage  must  in  passing  receive  some  considera- 
tion.    They  will  appear  closely  related  to  our  special  theme. 

It  is  hardly  possible  to  distinguish  too  sharply  the  concep- 
tion of  marriage  from  the  mere  relations  of  passion.^  Over- 
"whclmingly  powerful  as  is  the  sexual  impulse,  it  is  idle  to 
build  upon  an  instinct  so  quickly  and  easily  gratified  the 
entire  framework  of  social  order.  Thus  primeval  man,  in  his 
struggle  for  existence,  had  other  needs  more  permanent  and 
far  more  pressing.  We  know  no  stronger  distinction  between 
animal  and  human  existence  than  the  use  of  fire.  That  alone 
means  for  man  better  nourishment,  makes  him  a  flesh-eating 
animal.  The  ensuing  preparation  of  food  creates  a  division 
of  labor  that  the  animal  never  knew.  Woman  must  get  ready 
the  prey  which  man  now  regularly  provides.  She  becomes 
to  him  indispensable,  not  on  account  of  an  impulse  suddenly 
aroused  and  as  quickly  gone,  but  from  a  necessity  that  lasts 
as  long  as  life  itself:  his  hunger.  The  union  thus  formed  is 
monogamous;  there  exists  no  motive  for  plurality.  It  is  also 
enduring.  Did  marriage  rest  only  on  sexual  impulse,  perma- 
nency could  not  be  expected  ;  but  admit  the  need  of  establish- 
ing a  household,  add  the  birth  of  a  child,  require  from  the 
mother  care  for  that  and  its  training,  and  all  is  changed. 
Primitive  marriage  cannot  have  been  largely  tender.  It  was 
as  hard  and  dry  as  primitive  life.  Compensations  primeval 
man  no  doubt  had ;  but  how  bitter  was  the  desolation  ! 
Famine  and  cold  were  ever  at  hand.  His  cave  and  his  hut 
were  but  little  better  than  those  of  the  neighbor  lions  and 
bears.  Pride  of  ancestry  he  could  not  know.  Yet  in  him  lay 
even  then  the  striving  for  all  that  has  made  his  posterity 
brave,  loving,  and  wise;  ])uwers  destined  to  bring  under 
stern  control  his  animal  naliu'e,  and  to  lead  on  the  intlividual 
and  the  race  to  a  future  of  glory  and  greatness  of  which  the 
end  is  not  yet. 

'  Starcke :  The  Primitive  Family.  From  thia  excellent  book  the  thoughts, 
and  in  a  few  sentences  the  words,  of  this  paragraph  are  largely  borrowed. 
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In  that  life  the  old  ami  his  infirmities  found  no  place. 
Remorselessly  killed,  left  alone  to  die,  at  times  praying  to  be 
destroyed,  that  he  might  not  longer  bear  his  need,  he  was  a 
companion  in  wretchedness  of  all  the  feeble  and  deformed, 
and  of  that  child  who  is  never  other  than  helpless  and  weak. 
In  these  ages,  and  hardly  less  among  savages  to-day,  child- 
murder  is  everywhere  common.  At  birth  relatives  decide 
whether  the  infant  die  or  live.  In  one  tribe  every  child  of  a 
mother  not  yet  thirty  is  killed  ;  in  another  only  the  first  two 
live;  here  nearly  every  girl  child  dies;  there  the  first-born 
is  sacrificed  to  some  dead  relative's  shade,  or  in  honor  of  a 
deified  ancestor.  Polynesians,  only  a  century  since,  though 
no  Malthus  had  lived,  anticipated  his  teaching.  "  Their 
islands  were  so  small  that  unless  children  were  early  made 
away,  famine  would  surely  come ;"  and  the  child,  kept  alive, 
like  a  calf  or  a  kid,  till  old  enough,  as  a  rule  till  it  could 
walk,  was  then  killed  by  its  parents,  cooked  and  eaten,  often 
in  the  very  hut  that  had  seen  its  childish  play. 

Civilization,  bearing  witness  to  the  ever-growing  light, 
undoes  all  this,  cares  for  and  cherishes  the  sick,  the  infirm  and 
the  old,  trains  the  feeble  in  mind,  watches  for  each  littlest 
child,  will  have  it  that  nothing  be  lost,  prizes  those  infants 
that  the  savage  would  kill  and  eat,  seeing  in  them  the  very 
image  of  God,  and  glories  in  that  prolific  exuberance  of  crea- 
tion which  alone  makes  possible  the  wonders  of  natural  selec- 
tion. 

Those  on  every  side  who  seek  the  abolition  of  marriage,  or 
such  alterations  in  its  form  as  will  make  it  virtually  cease, 
have  no  patience  with  what  they  call  sentimental  pleading  in 
its  defence.  Such  a  family  as  I  have  described  they  would 
condemn  with  scorn.  Their  thronging  abettors  and  asso- 
ciates, the  outspoken  worshippers  of  Venus  and  Bacchus,  are 
troubled  by  no  scruples  for  man^  asserted  need  of  permanent 
monogamous  union,  and  find  in  the  mother  of  a  large  family 
something  beneath  contempt — a  mere  figure  of  fun. 

The  marriage  love  of  these  writers,  under  whatever  more 
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acceptable  terms  disguised,  is  nothing  if  not  in  a  high  degree 
passionate  and  sensuous.  Sexual  appetite  is  for  them  the 
groundwork  of  the  union,  and  it.s  gratification  a  purpose  never 
forgotten.  Accept  this,  and  the  folly  of  marrying  becomes 
transparent.  Desire,  transitory  in  nature  and  soon  appeased, 
cannot  call  for  a  prolonged  and  indissoluble  union.  If  to 
gratify  that  instinct  be  the  only  end,  satiety  soon  ensues. 
I^ve,  or  what  bears  its  name,  must  next  seek  freedom,  and 
divorce  must  pave  the  way  for  fresh,  joyous  excitement. 

Moreover,  man's  "  fatal  sense  of  power  and  possession " 
in  marriage  is  matter  of  bitter  complaint.  Could  woman  be 
only  free  to  take  herself  away,  there  would  be  joy  in  keeping 
her;  she  would  not  lose  her  charm.  Marriage  must  by  no 
means  bring  children  that  might  keep  the  mother  tied ;  above 
all,  not  many  children.  Unless  she  decide  for  children,  they 
are  not  to  be  born ;  being  born,  they  are  not  treasures  jointly 
owned,  but  belong  exclusively  to  the  mother.  "  Unwilling 
motherhood" — that  the  mere  fact  of  marriage  should  imply 
childbearing — is  of  all  marriage  cruelties  the  last  and  worst. 
When  marriage  reform  has  come,  woman  will  yield  herself  to 
man  merely  when  she  choses  and  exactly  to  the  extent  that 
she  elects ;  he  may  expect  children  only  in  case  she  so  decides, 
and  then  just  the  few  that  she  permits ;  and  this  principle, 
pure  and  simple,  is  declared  to  be  that  last  ditch  from  which 
marriage  reformers  will  never  fall  back.  In  all  these  affairs 
man's  choice  will  apparently  not  count.' 

'  Faimeaa  perhaps  requires  that  we  contrast  with  these  last  sentences  the  fol- 
lowing parallel  words.  They  with  others  in  the  immediate  context  are  thought 
to  warrant  fully  the  paraphrase  above  introduced  : 

"  It  need  scarcely  be  said  that  there  must  be  a  full  understanding  and  ac- 
knowledgment of  the  obvious  right  of  every  ''  [married]  "  woman  to  give  or  to 
withhold  herself  body  and  soul  exactly  as  she  wills.  The  moral  right  is  here 
BO  palpable,  and  its  denial  implies  iil(|jis  so  low  and  ofTensive  to  human  dignity, 
that  no  fear  of  consequences  ought  to  deter  us  "  [agitators]  "  from  making  this 
liberty  an  element  of  our  ideal — in  fact,  its  fundamental  principle."  "  Mar- 
riage," Mrs.  Mona  Caird  ;  The  Westminster,  August,  1888. 

Readers  of  that  paper;  of  "  The  Morality  of  Marriage,"  Fortnightly,  March, 
1890 ;  and  of  articles  upon  this  question  in  the  North  American  for  June  and 
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In  Emerson's  words  :  "  The  lover  seeks  in  marriage  "  her 
"  [his]  private  felicitation  and  perfection,  with  no  prospective 
end;  and  Nature  hides  in"  her  "[his]  happiness  her  own 
end,  namely,  progeny,  or  the  perpetuity  of  the  race."  But 
not  such  the  wife  of  days  to  come ;  for  her,  Nature  will  at 
least  do  no  hiding ;  in  woman  Nature  will  have  found  more 
than  a  match. 

It  is  even  hoped,  we  are  told,  that  "  overwrought  mater- 
nity," the  joy  that  sees  in  each  latest  offspring  only  something 
dearer  and  better  than  all  before,  will,  on  a  more  free  devel- 
opment of  woman's  other  attributes,  be  stifled  or  held  in 
check  ;  this  instinct  being  a  product  of  man's  tyranny,  culti- 
vated by  him  to  the  dwarfing  and  stunting  of  woman's 
nobler  powers. 

But  against  childbearing  there  are  fresh  indictments.  Is 
the  more  equal  marriage  of  the  future  to  free  woman  from 
every  legal  and  social  subjection  of  man's  devising?  The 
bearing,  nursing,  and  rearing  of  his  aud  her  children  will 
involve  a  subjection,  just  and  equitable,  it  may  be,  but  none 
the  less  real.  Is  woman's  economic  independence  to  be  made 
good,  that  in  this  respect  she  may  stand  with  man  on  an 
exactly  equal  footing?  The  bearing  of  children  during  the 
best  years  of  her  life  hopelessly  handicaps  her  in  all  compe- 
tition with  him,  mechanic,  literary,  or  commercial.  Will 
woman  stimulate  and  develop  to  the  utmost  artistic  or  intel- 
lectual powers;  will  she  become  man's  open  rival  in  art,  in 
scholarship,  in  public  life?  Any  free  bearing  of  children 
must  first  be  put  out  of  the  way.  And  accordingly  great  and 
varied  interests  demand  that  childbearing  cease,  or  that  it 
be  restricted  within  limits  that  virtually  end  it. 

It  requires  some  hardihood,  in  the  face  of  all  this,  to  main- 
tain, as  I  assuredly  do,  that  the  exact  opposite  is  true;  that 
the  happiness  and  peace  of  the  parents  of  whom  I  speak,  the 

July  of  the  present  year,  the  work  of  the  same  spirited  pen,  will  perceive  in 
the  address  frequent  reference  to  these  writings  and  occasional  quotations  from 
them. 
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welfare  of  the  family,  the  glory  and  strength  of  the  State, 
alike  require  all  such  women  and  men  to  permit  no  other 
restriction  of  childbearing  than  that  which  belongs  to  rational 
self-restraint,  to  mutual  forbearance  and  tenderness  in  all  the 
exigencies  of  married  life;  admitting  always  that  the  inmost 
soul  and  spirit  of  their  union  condemns  every  act  of  marriage 
which  docs  not  find  its  warrant  in  love. 

Who  has  not  seen  in  families  the  growing  apart  of  hus- 
band and  wife  when  the  avoidance  of  pregnancy  begins? 
There  are  noble  hearts  that  under  such  trial  grow  only  more 
tender,  but  how  often  does  that  prohibition  lead  the  way  for 
the  new  lover  or  for  the  wife  of  whom  no  one  hears.  Sorrow 
and  suffering  lovingly  shared,  the  straitening  of  resources, 
the  widening  of  care ;  these  are  privileges  under  which 
hearts  ripen.  In  the  new  and  daily-varying  interests  of  the 
great  group  of  daughters  and  sons,  ever  opening  out,  are 
found  for  man  and  woman  the  deepening  of  character,  the 
loss  of  self-consideration,  the  joy  and  the  content  of  living 
for  others  and  in  others.  Nor  need  we,  in  the  midst  of  this 
all,  undervalue  for  elders  the  homely  peace  and  blessing  of 
Thackeray's  "  kindly  luiptial  bed."  Old  Etruscan  couples 
in  the  infancy  of  civilization  could  carve  in  stone  no  dearer 
image  of  long-enduring  rest. 

Time  and  again  you  have  known  the  heartrending  agony 
of  parents  that  through  wilfulness,  or  folly,  or  thrift,  had  fore- 
gone recurring  childbearing,  and  when  bereavement  came, 
forever  reliised  to  l)e  comforted.  In  great  families  how 
gently  and  mercifully  do  loving  hearts  that  remain  draw  only 
closer  that  they  may  fill  the  gap  ! 

Deep  as  may  be  the  needs  of  the  Soudanese  or  the  Ugan- 
das,  better  missionary  work  can  hardly  be  done  than  that  of 
the  woman  who  among  us  iiuies  obloquy  and  scorn,  and  takes 
joyfully  her  burden  of  training  for  noble  service  a  troop  of 
daughters  and  sons. 

The  demand  for  divorce  is  a  vexation  alike  to  the  nation 
and   the  church.      Its  all-potent  cause  is  the  restriction  of 
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child  bearing.  He  and  she  wlio  have  niauy  children  can  spare 
no  time  for  disagreement  and  divorce.  With  every  fresh 
child  a  new  guarantee  against  separation  is  born.  In  child- 
less communities  divorce  finds  a  congenial  home. 

To  children  themselves  the  crowded  family  is  an  even 
greater  gain.  What  training  that  elders  can  give  matches 
the  rough-and-tumble  of  a  houseful  of  boys  and  girls?  Will 
staid  parents,  a  generation  older,  ever  set  on  foot  the  merry 
pranks  that  are  themselves  an  education  ?  How  does  the 
love  of  many  brothers  and  sisters  supplement  and  round  out 
the  kindness  of  elders  !  How  do  prospering  children  lend 
helping  hands  to  those  who  struggle  !  Nay,  how  great  a 
blessing;  is  that  strus-o-le !  Remember  Abraham  Lincoln's 
words  :  "  The  Lord  must  love  the  common  people;  He  made 
so  many  of  them  ! " 

AVhen  but  two  children  are  born,  the  parents'  place  is  not 
made  good.  Four  barely  restore  in  adult  life  the  father  and 
mother.  Such  rates  of  birth  mean  for  the  community,  the 
State,  the  race,  narrow  resources,  penury  of  power.  Only 
with  the  prolific  home  does  strength  to  face  the  enemy  at  the 
gate  begin.  We  delude  ourselves  with  phrases  about  race 
deterioration  and  the  infertility  that  cannot  help  following 
high  civilization  ;  the  causes  lie  deeper.  Fifty  years  ago  the 
development  of  well-to-do  Frenchmen,  Germans,  and  Eng- 
lish was  not  unlike ;  yet  the  family  of  Napoleon  the  Third 
and  that  of  the  reigning  British  sovereign  not  unfairly  repre- 
sent habits  and  traditions  of  two  peoples.  '^  3Iais,  elle  ponde 
Gomme  une  poule ! "  I  heard  my  French  obstetrical  teacher 
say,  after  one  of  the  later  royal  births.  In  what  land  has 
the  hive  been  so  full  that  swarming  could  never  cease?  What 
nation  has  been  compelled  to  found  in  Australia,  in  India 
and  on  this  continent  fresh  empires?  "  That  famous  man, 
the  greatest  sailor  since  the  world  began,"  was  tenth  English 
child  in  a  family  of  eleven.  "  Poor  Richard  "  was  one  of 
seventeen,  himself  the  fifteenth ;  during  five  generations  his 
ancestors  had  been  youngest  sons  of  youngest  sons,  no  doubt 
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in  ample  housohukls.  Tliesc  and  many  another  priceless  in 
public  worth  had  their  training  in  great  families  and  polished 
away  oddities  and  angles  in  the  elbowing  and  pushing  of 
thronging  sisters  and  brothers.  The  wealth  of  countries  is 
not  in  money  or  in  mines,  but  in  their  women  and  in  their 
men.     Every  added  hand  is  a  fresh  producing  power. 

"  Away,"  breaks  in  the  objector,  "  with  your  ideal  of  mar- 
riage and  your  childbeariug :  picturing  first  to  yourselves  as 
you  do,  what  the  world  will  never  by  any  chance  see ;  and 
then  making  of  this  fancy  a  Procrustean  bed  to  which  all 
families  must  be  shortened  or  stretched,  whether  they  choose 
or  not." 

"  The  real,"  says  a  late  able  article,'  "  is  but  the  ideal  not 
yet  completely  developed ;  and  the  ideal  is  not  merely  the 
goal  toward  which  the  real  is  tending,  but  its  actual  ground- 
work." 

From  a  writer  on  the  marriage  question,  an  English- 
woman, whose  short  paper  in  last  April's  Fortnirfhtlif'  seems 
to  me  pure  gold,  I  quote  the  following  words  : 

''Of  the  new  marriage,  as  of  the  old,  it  assuredly  will 
remain  true,  that  the  improvement  of  the  pattern  will  not 
greatly  avail  if  the  material  be  bad.  Worthy  relationships 
can  only  subsist  l)etween  worthy  human  beings.  Too  many 
men  and  women  in  our  so-called  civilized  life  are  not  civil- 
ized at  all.  They  are  not  controlled  by  any  sense  of  equal 
rights  on  the  part  of  their  neighbors ;  they  have  no  reasoned 
principles,  and  are  in  effect  led  by  the  impulse  of  the  moment. 
People  of  this  sort — there  are  quite  as  many  such  women  as 
men — and  no  small  proportion  of  them  belong  to  the  middle 
and  upjwr  social  classes — are  incapable  of  the  sort  of  com- 
panionship which  seems  to  me  the  only  marriage  worth  hav- 
ing. They  are  also  incapable  of  any  worthy  friendship,  and 
they  are  eminently  unfitted  to  have  the  charge  of  children. 

'  Lux  Mundi  :  The  Church.    Walter  Lock. 

-  On  Marriage:  a  Criticism.     By  Clementina  Black. 
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For  persons  iu  this  stage  of  social  development,  equal  freedom 
in  intimate  relations  is  not  possible.  They  will  inevitably  be 
more  or  less  tyrants  or  slaves ;  and  they  will  be  happiest,  it 
appears  to  me,  when  they  are  kept  inidcr  control  by  a  not 
unkindly  tyrant.  On  the  other  hand  a  certain  degree  of 
freedom  is  necessary  to  the  development  of  the  partially  civ- 
ilized.    Responsibility  educates  and  fits  for  responsibility." 

And  again :  "  In  the  lowest  stratum  of  our  population 
marriage  virtually  does  not  at  all  exist.  The  essential  elements 
— fidelity  and  a  sense  of  mutual  duty — are  absent.  Moral 
chaos  reigns  as  to  the  relations  between  man  and  woman.  At 
the  other  end  of  the  scale  we  find  a  highly-civilized  class  of 
self-controlled  men  and  women  imbued  with  respect  for  one 
another's  freedom  of  action,  and  so  educated  that  their  prin- 
ciples of  conduct,  intellectual  interests,  and  general  outlook 
on  life  are  pretty  much  the  same.  .  .  .  But  then  in 
the  majority  of  these  cases'  the  wives  are  highly-cultivated 
women,  in  the  truest  sense  the  equals  of  their  husbands." 

In  the  development  of  marriage  woman's  purity  was  early 
seen  to  be  indispensable.  But  the  marriage  of  the  future 
will  equally  exact  the  strictest  purity  from  man. 

"  Women,"  says  one  of  their  sex,^  "  if  dependent  upon 
men,  must,  almost  of  necessity,  condone  men's  vices,  and,  as 
a  result,  gradually  approximate  to  their  standards.  The  fact 
that  we  are  morally  upon  a  higher  level  than  men  repels  us 
from  the  close  relations  of  marriage,  in  which  we  now  believe 
that  we  have  a  right  to  a  return  for  all  that  we  give.  If, 
while  we  are  offered  intellectual  companionship  and  provision 
for  our  bodily  needs,  the  higher  demands  of  our  spiritual 
nature  are  ignored  or  set  aside,  we  hesitate.  Our  moral  life, 
the  life  of  our  aspirations,  is  upon  a  plane  which  the  average 
man  has  not  reached.    We  stand  ready  to  welcome  him  when- 

'  Reference  had  been  made  to  marriages  at  Cambridge,  during  late  years, 
of  younger  Fellows  of  Colleges. 

-"  The  Mission  of  Educated  Women."  By  Mrs.  M.  F.  Armstrong.  Popular 
Science  Monthly,  March,  1890. 


14  THE  P/iESIDENrS  ADDRESS. 

ever  he  can  bridge  the  chasm."  ..."  WonicMi  require 
of  the  fathers  of  the  next  generation  just  what  Mr.  Graut 
Allen  demands  for  the  mothers  :  that  they  be  as  strong,  as 
wise,  as  pure,  as  sane,  as  healthy,  as  earnest,  and  as  efficient 
as  they  can  be  made." 

When  Mr.  Grant  Allen,  in  his  widely-known  paper,^  urges 
for  women  the  importance  of  motherhood,  one  watches  with 
interest  his  intelligent  critics  of  the  fair  sex,  as  they  shine  in 
the  retort  courteous  and,  throwing  back  his  very  thoughts, 
reply :  "  The  customs  which  render  it  difficult  for  a  young 
man  to  marry,  which  send  him  hither  and  thither  to  gain  a 
fortune,  succeed  in  a  profession,  or  dissipate  his  strength, 
when  he  should  be  choosing  his  sweetheart,  are  harmful  and 
divert  the  attention  of  men  from  the  true  problem  of  their 
sex,  to  fix  it  on  side  issues  of  comparative  unimportance."^ 

The  trenchant  condemnation  of  men  to  which  a  moment 
ago  your  attention  was  drawn  may  possibly  find  some  warrant 
in  fact,  but  one  can  hardly  pass  by  without  indignant 
challenge  certain  gross  overstatements  of  universal  male 
impurity,  which,  recklessly  spread  abroad,  have  done  great 
wrong,  aud  created  among  pure  women  no  little  unhap})iuess 
and  terror.  May  the  demoralized  life  of  certain  districts  of 
Europe,  which  alone  gives  color  to  these  reports,  never  find 
here  its  counterpart ! 

We  hear  it  urged  that  much  sexual  evil  is  due  to  ignorance, 
and  it  is  gravely  proposed  to  make  the  world  more  pure  by 
explaining  the  structure  and  use  of  the  rej)roductive  organs 
to  children  at  school.  Obviously,  two  very  diverse  matters 
are  here  hopelessly  confused — pregnancy  and  childbearing 
and  a  knowledge  of  sexual  relations.  In  fairly  large  families 
the  birth  of  children,  the  coming  of  nieces  and  nephews,  the 
unavoidable  incidents  of  daily  life,  give  to  the  young  under 

1  "Plain  Words  on  the  Woman  Question."  Grant  Allen.  Fortnightly, 
December,  1889. 

*  "  Is  Education  Opposed  to  Motherhood?"  By  Alice  B.  Tweedy.  Popular 
Science  Monthly,  April,  1890. 
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the  gentlest  and  kindest  teaching  ample  acquaintance  with 
reproduction.  It  is  far  otherwise  with  the  relation  of  the 
sexes.  Curious  interest  in  that  subject  will  only  be  set  at  rest 
by  the  sexual  relation  itself,  that  relation  which  nothing  but 
marriage  must  warrant;  and  without  which  instruction,  how- 
ever communicated,  does  but  whet  the  appetite  for  farther 
knowledge.  The  greater  information  acquired  by  boys  is  no 
unimportant  factor  in  that  low  moral  standard  of  their  sex 
of  ivhich  these  crazy  reformers  so  loudly  complain.  For  the 
young  of  either  sex,  it  will  at  least  nev^er  do  harm  to  be 
simple  concerning  evil,  and  above  all,  to  be  wise  unto  that 
which  is  good. 

All  of  us  have  perhaps  now  and  then  seen  unhappy  girls 
immature  in  character  and  unbalanced,  whose  stormy  and 
threatening  youth  presaged  ruin,  but  whom  marriage,  multi- 
plied childbearing,  and  the  tumult  and  care  of  a  great  house- 
hold, developed  into  strong  and  useful  women,  as  nothing  else 
could — not,  as  lookers-on  thoughtlessly  say,  thanks  to  the 
worry  and  toil,  but  far  rather  from  the  fact  that  strong  desire 
having  been  early  relegated  to  its  properly  subordinate  place, 
the  nobler  instincts  found  room,  and  in  tender  love  and  care 
for  others  the  beauty  of  motherhood  slowly  made  itself  felt ; 
as  breaking  sunlight  drives  before  it  foul  mist  and  lingering 
cloud  till  at  last  stream  and  hilltop  stand  out  in  all  their 
remembered  charm.  Without  children,  marriage  would  have 
probably  brought  to  these  unfortunates  nothing  but  evil. 

The  denunciation  of  improvident  marriage  has  its  limits. 
Strictly  provident  marriages,  the  unions  of  a  few  persons  ot 
great  wealth,  or  in  royal  and  imperial  families,  are  too  infre- 
quent to  count.  For  the  early  wedded,  marrying  with  an 
ample  income  is,  even  financially,  the  very  poorest  pledge  of 
success.  To  call  that  marriage  improvident  to  which  young 
people  bring  sound  bodies  and  minds,  and  the  man  both 
capacity  for  labor  and  steady  employment,  is  an  outi'age ; 
mercifully,  the  weight  of  family  burdens  comes  only  little  by 
little,  as  years  roll  on.     The  marriage,  early  in  life,  of  per- 
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sons  like  these  demands  every  encouragement,  alike  in  the 
interest  of  private  and  public  morals,  for  individual  happiness, 
and  for  the  safety  of  all.  Men  may  well  echo  Bacon's  words  : 
"  He  that  hath  a  wife  and  children  hath  given  hostages  to 
fortune." 

For  one  and  another  all-absorbing  service,  noble  and 
attractive  women  have  in  every  age  laid  aside  marriage,  many 
a  time  with  a  loving  appreciation  of  the  beauty  and  sacred- 
ness  of  motherhood  that  has  but  deepened  the  sacrifice. 
Under  the  well-known  sorrows  and  uncertainties  of  life  others 
at  last  forego  what  they  deeply  prize,  and  in  their  accepted 
self-denial,  tenderly  borne,  daily  glorify  womanhood  in 
thousands  of  homes  with  an  honor  second  only  to  that  of 
the  mother  herself,  if  second  at  all.  Woman  may  also  de- 
cline marriage,  and  have  her  question  of  self-support  to  face. 
Show  watchful  and  generous  forethought !  See  to  it,  that 
an  unwritten  law  so  bind  the  conscience  of  every  parent  that 
no  child  of  either  sex,  whether  born  in  want  or  cradled  in 
ease,  grow  up  without  acquiring  beside  the  nurture  of  the 
mind  some  handicraft  or  other  human  pursuit  that  will  yield 
maintenance. 

Reformers  scout  the  thought  that  in  marriage  the  general 
interest  of  a  family  may  rightly  hold  in  check  woman's  indi- 
vidual will ;  or  worse,  marriage  give  to  even  a  wide  circle  of 
kinsfolk  binding  rights  and  claims.  Fidelity  in  wedded  life, 
which  for  them  masquerades  as  "  stern,  inexorable  duty  "  can- 
not be  in  keeping  with  honest  freedom  in  love.  "Virtue," 
if  under  any  external  control,  or  helped  by  any  propping  from 
without,  they  hold  of  small  account ;  since  all  goodness  that 
is  not  utterly  spontaneous  is  M'orthless. 

Who  of  us  may  not  hourly  give  thanks  that  loving  hearts 
at  home,  and  many  a  gracious  help  from  honorable  ambition 
and  honest  pride,  stand  near  to  reinforce  our  tottering  spon- 
taneous good  !  Between  marriage  and  individual  liberty  there 
is  no  true  conflict.  The  service  which  is  perfect  freedom  finds 
there  its  like. 
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^  Very  many  of  you  know  in  a  gay  European  capital  a  gigan- 
tic hospital  in  whose  obstetric  department  from  nine  to  ten 
thousand  children  are  each  year  born — an  average  of  one  for 
every  hour.  Of  the  mothers,  only  four  in  a  hundred  are 
married ;  and  so  little  is  marriage  good  form,  that  the  mar- 
ried often  conceal  that  fact.  A  large  part  of  these  women  are 
domestic  servants,  go  to  the  hospital  for  delivery,  frequently 
more  than  once,  and  yet,  if  otherwise  of  value,  are  gladly 
taken  back  by  their  employers.  A  friend,  thoroughly  con- 
versant with  life  in  that  city,  said  :  "  I  do  not  see  how  a  ser- 
vant could  marry ;  I  never  knew  one  that  did."  I  heard 
at  a  hospital  morning  visit  the  question,  "Das  vnemelsie 
Kind  r' put  to  a  thin,  anxious-looking  woman  no  longer 
young.  "Das  sechste,  Herr  Professor^  ''Das  sechste,  und 
dock  noch  ledig  !  " 

Why  is  not  this  "  the  marriage  of  the  future "  already 
come  ?  Here  is  no  jealous  "  possession  "  by  man.  To  these 
women  "freedom  in  love"  might  be  "as  the  very  breath  of 
their  nostrils."  Surely  they  are  not  prostitutes.  Delivered, 
their  power  to  support  themselves  is  as  great  as  before,  and 
their  social  standing  not  in  the  least  harmed.  For  the  chil- 
dren they  have  no  worry  ;  a  paternal  government  long  watches 
over  the  offspring. 

Dare  any  man  or  woman  in  this  room  call  such  a  state  of 
things  progress?  That  degradation  is  due  to  the  enforced 
celibacy  of  thousands  of  soldiers  and  priests,  and  equally  to 
a  law  which,  without  a  fixed  income,  forbids  marrying.  Such 
cruel  laws  may  be  done  away ;  domestic  service  itself,  with 
all  its  evils  may,  according  to  the  promise  of  one  of  our 
clever  countrywomen,'  speedily  cease,  changing  into  an  out- 
side organized  industry ;  in  time,  drunken  women  and  men 
may  become  temperate  and  self-controlled,  fitted  to  be  again 
parents:  the  improvident  may  learn  thrift;  under  wisdom 
and  skill  diseases  which  now  forbid  childbeariug  may  disap- 

1  The  Housekeeping  of  the  Future.     By  Mrs.  H.  E.  Starrett,  of  Chicaeo. 
GynSoc  o  * 


18  THE  PRESIDENTS  ADDRESS. 

pear;  but  bring  all  this  about,  aiul  nuich  more  like  it,  for  the 
very  end  that  troops  of  happy  children  may  fill  the  homes 
of  these  now  sorrowino;  neighbors,  just  as  crowding  sons  and 
daughters  arc  welcomed  for  those  brighter  unions  of  which  so 
much  has  to-day  been  spoken. 

The  mother  for  whom  this  heavy  burden  waits,  needs  from 
all  about  her  not  only  honor  but  deep  and  abiding  sympathy, 
comfort,  and  help.  She  asks  it  most  of  all  from  our  profes- 
sion. 

Great  changes  in  the  bodily  training  of  woman,  in  her 
attire,  in  the  cultivation  and  equipment  of  her  mind,  are  surely 
close  at  hand.  Steady  gymnastic  work,  the  bicycle,  and  out- 
door games  will  not  fail  to  tell.  I  know  no  reason  why  she 
may  not  show  herself  in  her  way  as  strong  as  her  brother. 
The  paw  of  an  enraged  lioness  would  hardly  be  less  frightful 
than  that  of  her  mate.  The  desire  to  please  may  yet  pre- 
serve woman's  flowing  dress,  but  undergarments  like  those  ot 
the  gymnasium  cannot  be  long  delayed.  That  harming  of  the 
waist  for  which  thousands  of  years  have  striven  will  be  done 
away.  The  training  of  her  mind  may  well  make  her  the 
intellectual  equal  and  companion  of  man  ;  true  though  it  be, 
that  the  school- work  of  to-day  too  often  scorns  the  remem- 
brance that  she  is  the  mother  of  all  living,  and  in  an  aggra- 
vattnl  sense  unfits  her  to  be  that  mother.  You  will  perhaps 
echo  the  conviction,  very  firm  in  my  own  mind,  that  fine  sons 
and  daughters,  with  vigorous  minds  and  tough  bodies,  oftener 
owe  their  excellence  to  their  mothers  than  to  their  fathers ; 
sure  it  is,  that  the  gain  of  the  race  will  never  be  truly  admir- 
able till  more  earnest  care  is  given  to  the  bodily  training  of 
girls.  It  is  a  true  appreciation  of  the  greatness  and  honor  of 
childbearing  that  asks  for  tiie  mother  of  children  the  stately 
form,  die  hohe  Gestalt,  of  Dorothea,  as  she  is  seen  in  the  even- 
ing light  first  stepping  over  the  threshold  of  Hermann's 
home. 

The  mother  of  women  and  men  must  be  spared  every  other 
toil,  must  be  refused  all  strange  and  unfitting  care.     During 
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pregnancy  she  may  not  edit  a  dictionary,  sit  up  till  the  early 
hours  to  hear  her  husband's  sermons  or  read  his  proof,  help 
to  tide  over  a  bankruptcy,  or  herself  keep  a  hotel.  "  But  for 
the  children"  (six),  the  wife  of  a  shopkeeper  is  made  to  say, 
"  I  would  take  chloroform  to-morrow."  We  are  then  told 
how,  under  great  worry  and  distress  this  wife  iiad  built  up 
the  business  and  carried  it  on,  while  she  bore  the  children  ; 
and  it  is  thereupon  laid  down  that  there  should  have  been  no 
such  childbearing.  But  the  evil  lies  at  the  door,  not  of  the 
ohildbearing,  but  of  the  shop.  The  woman  with  child  cannot 
— nay,  on  every  ground,  must  not — do  the  work  of  a  man. 

A  fitting  acknowledgment  of  repeated  childbearing  as  an 
honor  and  trust,  than  which  earth  knows  no  greater,  and  the 
a])propriate  watchfulness  that  such  a  recognition  brings, 
would  make  much  less  common  that  disaster  which  more  than 
all  otliers  enfeebles  childbearing  women.  What  record  of 
eight  or  ten  children  does  not  include  a  list  of  miscarriages? 
Unless  in  the  family  of  careful  physicians  one  rarely  finds 
the  exception.  For  thousands  of  years  our  profession  has 
visited  with  loathing  and  scorn  him  who  helps  the  murder  of 
the  unborn,  and  hardly  less  the  mother  who  permits  it;  but 
the  honoring  of  childbirth  demands,  far  beyond  this,  that 
the  woman  who  is  to  bring  forth,  do  duty  for  her  child,  as 
the  outpost  does  for  the  sleeping  army,  that  she  bear  ever  in 
mind  its  feebleness  and  its  risk,  that  she  watch  for  it  as  the  . 
mother  bird  on  the  nest,  and  this  over  and  over  again,  it 
that  may  be. 

What  words  of  upbraiding  and  shame  befit  the  physician, 
be  he  older  or  younger,  whose  counsels  tempt  instead  of 
strengthening  the  mother  of  two  or  three  children,  before 
whom  the  prospect  of  other  recurring  pregnancies  lies  !  How 
hard  is  the  struggle,  no  matter  how  favoring  the  conditions  ! 
Not  only  is  there  heavy  and  scarcely  remitting  care,  but  to 
meet  the  claims  of  the  nursery,  many  an  innocent  happiness 
that  has  been  before  enjoyed  must  be  hopelessly  postponed. 
The  camping-out  of  earlier  days,  journeys  on  horseback  or  on 
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foot,  many  a  pleasure  of  social  life,  are  no  longer  possible. 
Yet  in  the  glad  acceptiince  of  Just  these  privations  lies  hidden 
for  this  woman  joy  to  come  that  words  cannot  exhaust — her 
crowd  of  eager  faces  and  loving  hearts  that  will  make  glad 
her  riper  years  ;  and  the  opportunity  for  all  that,  if  lost  in 
this  its  day,  will  never  return.  What  the  devilish  suggesting 
of  a  possible  forgery,  or  of  a  cruel  breach  of  trust,  means  to  a 
man  trembling  at  the  verge  of  financial  ruin  ;  what  it  would 
be  for  a  patriot  to  skulk  or  fly  at  the  extreme  moment  of 
the  country's  peril;  just  that  the  medical  adviser  prompts, 
when  he  whispers  to  this  mother  the  expediency  of  a  judi- 
cious curtailing  of  childbeariug ;  when  he  puts  in  her  way 
my  imagined  safe  method  of  prevention. 

We  neglect  the  more  important  division  of  our  care  for  this 
woman  if  we  content  ourselves  with  answering  her  summons 
when  labor  comes.  If  we  be  not  watchful  that  during  preg- 
nancy she  sleep,  if  we  do  not  our  utmost  to  secure  for  her 
peace  of  body  and  peace  of  mind,  if  we  be  not  on  the  alert 
in  the  more  strictly  medical  supervision  of  this  period, 
post-partum  service,  however  assiduous,  will  never  acquit  us. 
To  forestall  danger  and  to  prevent  it  are  worth  far  more 
than  the  most  superb  self-reliance  and  courage  when  peril 
has  come. 

The  suffering  of  labor  begins  to  find  its  place  even  in  fiction. 
Impatience  of  pain,  indignation  that  it  must  be  met,  demand 
that  it  be  either  prevented  or  avoided,  may  not  be  the  spirit 
of  the  noble  army  of  martyrs,  but  it  is  on  all  sides  displayed. 
On  many  grounds  it  behooves  male  physicians  to  make  to 
this  temper  all  reasonable  concessions.  Exempt  as  we  our- 
selves are  from  the  agony  of  childbirth,  we  must  not,  without 
the  gravest  reasons,  withhold  irom  those  who  suffer  it  the 
opportunity  of  innocent  relief  I  find  it  hard  to  excuse  our 
growing  supineness  in  regard  to  auicsthesia  in  ordinary  labor. 
There  are  few  prejudices  more  utterly  unfounded,  than  our 
timidity  about  this  resource.  Not  only  does  the  careful  and 
judicious  administration  of  ether  in  confinement  not  augment 
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the  liability  to  hemorrhage ;  it  unquestionably  lessens  this  risk 
by  saving  that  nervous  power  which  the  unrelieved  endur- 
ance of  pain  exhausts.  In  everyday  childbirth,  and  still 
more  under  intolerance  of  suffering,  or  where  pain  is  in  fact 
extreme,  anaesthesia  is  of  priceless  value.  The  one  indication 
for  it  in  average  labor  is  intolerance  of  pain,  whether  the  dis- 
tress be  really  excessive  or  not.  Often  those  who  urgently 
need  ether  in  the  wretchedness  of  the  early  stage,  and  then 
thankfully  welcome  it,  can  bear  the  expulsive  efforts  without 
it  or  at  that  time  scarcely  require  it.  Those  practitioners  who 
withhold  an  anaesthetic  during  the  earlier  suffering,  amidst 
entreaties  for  relief,  and  then  timidly  permit  a  little  in  the 
later  pains,  have  no  right  to  expect  help  from  it  and  may  often 
look  for  uterine  relaxation  after  its  use.  The  moment  the 
endurance  of  pain,  in  whatever  stage,  begins  to  tell  upon  the 
condition  of  the  patient  and  to  make  demands  upon  her 
courage,  the  time  for  ether  has  come.  It  is  then  bad  practice, 
and  I  think  clearly  wrong,  to  deny  it.  Thus,  in  my  judg- 
ment, a  consultant  called  to  a  case  in  which  the  constricting 
obstetric  ring  has  developed,  may  well  first  ask,  "  Was  anaes- 
thesia with  this  patient  early  established  and  afterward  main- 
tained?" If  not,  it  is  ray  belief  that  the  attendant  has  not 
done  his  best  to  ward  off  the  accident.  I  protest  most 
urgently  against  the  neglect  of  anaesthetics  in  hospital  and 
dispensary  obstetrics.  It  is  said  that  such  patients  can  do 
without  anaesthesia.  For  the  increased  safety  in  the  con- 
ditions of  labor  which  it  brings,  they  might  well  demand  it 
as  their  right. 

The  attendant,  be  it  understood,  is  not,  in  ordinary  cases, 
to  employ  ether  till  the  farther  endurance  of  pain  seems  to 
him  unwarranted;  he  should  then  give  it  only  during  the 
pain,  never  continuously ;  he  is  to  use  it  only  as  a  palliative, 
the  patient's  intelligence,  or,  at  any  rate,  her  power  of  speech, 
remaining,  as  a  rule,  undisturbed.  Even  within  these  limits 
it  is  of  inestimable  worth.     What  is  here  said  of  ether  is  no 
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doubt  equally  true  of  chlorofonn,  hut  I  cannot  assert  that 
from  ])ersoiial  kiiowledi^e. 

We  all  recognize  the  unspeakable  benefit  of  anaesthesia  in 
operative  obstetrics  and  in  eclampsia.  Carried  during  labor 
to  the  surgical  degree,  it  probably  always  implies  some  risk  : 
but  this  use  of  it  is  not  to-day  before  us. 

The  obligation  to  keep  up  medical  supervision  during  the 
hour  and  a  half  following  delivery  is  widely  accepted  by  the 
best  obstetric  guides.  Would  that  its  extreme  importance 
might  be  universally  admitted  ! 

It  is  not  proposed  to  recount  here  the  safeguards  that  come 
from  late  woudrous  improvements  in  our  art.  You  well 
know  how  invaluable  these  are.  Early  in  this  century  the 
late  Austin  Flint,  the  elder,  was  a  young  practitioner.  The 
following  memorable  words  arc  found  in  a  letter  written  to 
him  fifty  years  ago  from  Northampton,  in  Massachusetts, 
the  town  where  once  Jonathan  Edwards  lived  and  labored  : 
at  the  time  of  the  correspondence  one  of  the  leading  places  in 
the  western  part  of  that  State.  "A.,"  says  the  lady  writing, 
"has  lately  died  in  giving  birth  to  her  first  child.  This  is 
the  fourth  case  of  a  similar  kind  which  has  occurred  among 
my  acquaintances  since  your  little  Austin  was  born.  I  do 
think  the  gentlemen  of  your  profession  cannot  give  too  scru- 
pulous a  degree  of  attention  to  this  subject."  Contrast  this 
with  the  record  of  a  thousand  distressed,  half-fed,  deserted 
women,  out-patients  of  the  Boston  Lying-in  Hospital  in  the 
last  two  years;  the  one  death  taking  place  six  days  after  birth 
from  pulmonary  disturbance,  and  possibly  due  to  causes  not 
connected  with  the  labor,  while  among  the  remaining  patients 
there  was  hardly  a  disturbance  of  convalescence.  I  need  not 
hesitate  to  make  this  statement,  since  like  success  has  been 
reported  from  many  another  point.  Nothing  that  has  been 
heard  in  our  meetings  more  won  my  heart  than  the  brave 
retractation  of  that  noble  veteran,  our  lamented  Dr.  Ell  wood 
Wilson,  when  he  reported  six  cases  of  children  .saved  in  his 
hands   by   axis-traction,   every   one  of  whom    he   felt   sure 
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would  have  died  but  for  the  very  instrumeut  whose  employ- 
ment he  had  two  years  before  discredited.  And  who  is 
there  among  us,  that,  as  he  recalls  past  professional  life,  has 
not  the  pain  to  remember  children  that  increased  presence 
of  mind  on  his  part,  more  thorough  understanding  of  the 
mechanical  powers  at  work,  greater  adroitness  in  manipula- 
tion, would  have  saved  from  death  ;  the  sad  memory  of  them 
following  us  through  all  our  years.  Surely,  "  gentlemen  of 
our  profession  cannot  pay  too  scrupulous  attention  to  this 
subject."  If  we  enjoin  upon  the  much-enduring  mother  ten- 
derest  care  that  not  one  of  the  least  be  lost,  we  likewise 
clearly  need  to  make  that  lesson  our  own. 

Our  duty  to  this  mother  of  many  is  not  yet  told.  To  the 
parent  the  reckless  night-nursing  of  children  is  an  unmeasured 
evil.  I  have  known  it  to  become  in  a  twelvemonth  the 
unquestioned  and  only  cause  of  death  to  a  mother  of  good 
inherited  health,  and  of  fine  bodily  and  mental  endowments. 
Year  by  year  women  are  breaking  down  under  it  before  your 
eyes  and  mine,  without  the  least  occasion.  What  weariness 
and  distress  of  woman  and  man  might  be  spared  could  we 
make  it  everywhere  known  that  after  the  earliest  weeks  well- 
taught  babies  almost  without  exception  sleep  through  the 
night  as  do  their  fathers  and  mothers  !  You  smile,  perhaps, 
at  my  presuming  to  introduce  here  a  matter  so  trivial.  Trivial 
it  may  be  called.  It  is  my  conviction,  that  a  generation  so 
trained  in  its  early  months  would  thereby  gain  incomseivably 
both  in  mind  and  in  body.  There  cannot  be  question  of  the 
increased  approval  of  childbearing  among  parents  whose  peace 
is  thus  secured. 

"  Extirpate,"  cries  the  most  ardent  of  marriage  reformers, 
"extirpate  the  enchained  ideas  that  marriage  necessarily  im- 
plies children,  and  motherhood  the  power  of  rearing  and 
training  them."  It  has  been  the  design  of  this  paper,  it 
should  be  the  hearty  wish  of  us  all,  to  enchain  to  the  utmost 
the  convictions  that  marriage  does  imply  childbearing;  that 
the  marriage  of  upright  people,  strong  in  mind  and  body  and 
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SO  remaining,  involves  always  many  children ;  that  the  true 
education  of  woman's  body  and  woman's  mind  has,  for  its 
first  aim,  to  give  with  motherhood  the  power  nobly  to  rear 
and  train  offspring. 

"  These  are  the  gems  my  children  gave," 

The  stately  dame  replied  ; 
"  The  wise,  tlie  gentle,  and  the  brave 

I  nurtured  at  my  side." 


DISCUSSION  OF  THE  DIAGNOSIS,  PATHOLOGY, 

AND  TREATMENT  OF  EXTRA-UTERINE 

PREGNANCY. 


By  Arthuk  W.  Johnstone,  M.D., 
Cincinnati,  Ohio. 


Mr.  President  and  Gentlemen  :  In  the  acceptance  of 
this  responsible  position  it  is  not  my  intention  to  give  you  a 
history  of  our  subject  or  what  could  in  any  sense  be  called  a 
"  library  paper,"  but  to  express  briefly  ray  own  views  on 
some  of  its  moot  points,  knowing  that  thereby  I  will  cross 
the  opinions  of  many  and  thus  open  up  the  way  for  a  free 
discussion  of  this  now  most  voluminous  topic. 

Before  speaking  of  the  pathology  of  extra-uterine  preg- 
nancy, I  hope  you  will  bear  for  a  few  minutes  what  may  seem 
like  an  elementary  lecture  on  normal  pregnancy. 

The  amoeboid  state  is  the  first  picture  in  the  life  of  all 
viviparous  animals.  Immersed  in  a  properly  tempered  and 
proportioned  nutrient  fluid,  all  alike  from  the  first  segmenta- 
tion go  on  to  the  formation  of  hypoblast,  epiblast,  and  later, 
the  mesoblast.  With  various  modifications,  all  after  the  same 
general  plan  go  forward  in  the  manufacture  of  their  envelopes 
and  temporary  organs  necessary  to  the  intra-materual  exist- 
ence. But  up  to  a  certain  point  all  that  is  asked  of  th6 
mother  is  to  furnish  this  properly-conditioned  fluid. 

But  to  all  there  comes  a  time  when  osmosis  fails  to  bring 
the  proper  amount  of  pabulum  and  to  remove  the  products 
of  combustion.  Unless  by  a  new  provision  these  dangers  are 
overcome  the  new  life  is  extinguished  either  by  asphyxia  or 
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starvatiou.  By  the  association  of  the  maternal  and  fictal 
circulations  in  the  various  forms  of  placentse  this  danger  is 
averted. 

You  are  all,  no  doubt,  growing  restless  under  this  first- 
course  lecture.  But  in  the  reproduction  of  this  timeworn 
sketch  I  hope  to  show  that  there  is  one  point  that  has  not  yet 
had  due  consideration. 

It  is,  whence  comes  this  first  nutrient  menstruum  ?  Most 
authors  write  as  though  they  thought  it  always  present  in  all 
animals,  and  that  all  that  the  fertilized  ovum  has  to  do  is,  at 
any  time,  to  drop  into  the  maternal  passages  and  find  them 
ready  to  receive  and  nourish  it.  Excepting  in  man  and  in 
some  of  the  monkey  tribes,  I  know  this  to  be  a  gross  mistake. 

My  studies  on  the  comparative  anatomy  of  the  endometrium 
have  forced  me  to  the  conclusion  that  in  the  lower  animals 
at  no  time,  except  when  the  rut  is  on,  can  this  nourishing 
lymph  be  furnished,  and  without  it  a  pregnancy  is  impossible. 
It  would  take  too  much  of  your  valuable  time  here  to  go 
over  this  work  in  full,  but  those  who  care  to  read  it  can  do 
so  in  the  November  number  of  the  British  Gynecological 
Journal,  for  1887. 

In  the  human  being,  however,  the  rut  is  sempiternal,  and, 
as  might  be  expected,  the  endometrium  is  always  ready  to 
pass  into  the  myeloid  state,  and  at  the  same  time  to  furnish 
this  nutritive  fluid,  consequently  pregnancy  occurs  at  any 
time. 

The  tissue  which  furnishes  this  food,  and  afterward  makes 
the  placenta,  is  the  layer  of  adenoid  tissue  subjacent  to  the 
lining  epithelium.  In  the  human  it  is  always  pulpy  and 
filled  with  lymph,  until  displaced  by  menstrual  blood.  In 
many  of  the  (piadrui)eds,  however,  except  during  the  active 
condition  produced  by  the  aestus,  it  is  little  more  than  any 
other  mucous  tract.  It  is  scaled  up  by  many  layers  of  pro- 
tecting cj)itiielium,  while  in  woman  there  is  but  one  poorly- 
developed  layer  whicli  is  shed  once  a  month,  and  presents 
but  a  poor  barrier  to  the  underlying  fluids  at  best.     So  then, 
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to  come  plainly  to  the  point,  my  belief  is  tbat  it  is  the 
transuded  lymph  of  the  mother  that  sustains  the  foetus  in  the 
first  stages  of  its  development. 

This,  I  know,  is  rank  heresy,  if  we  are  to  follow  the  past 
generation  of  physiologists,  but  since  we  know  that  their 
generalizations  on  Reraak's  law  are  fallacious,  I  think  we  are 
free  to  follow  the  laws  of  common-sense,  and  to  believe  that 
the  utricular  follicles  are  more  for  the  purpose  of  increasing 
the  transudation  surface  during  menstruation,  and  slightly 
modifying  this  lymph  during  pregnancy,  than  for  the  whole- 
sale secretion  of  it. 

Stated  clearly,  then,  my  belief  is,  that  wherever  a  true 
lymph  is  furnished  a  fertilized  ovum  can  exist.  The  adenoid 
tissue  which  furnishes  this  fluid  lines  not  only  the  uterine 
cavity,  but  also  the  Fallopian  tubes  to  the  very  extremity  of 
each  fimbria,  and  on  the  lowest  one  runs  out  almost  to  the 
ovary.  Strip  off  the  cilia  from  the  epithelium  of  the  tube, 
and  what  is  left  is  a  condition  closely  analogous  to  the  uterine 
lining. 

These  hairs,  as  you  all  know,  are  a  very  delicate  formation, 
and  like  the  shoe  of  a  brake,  are  soon  worn  out  and  are 
constantly  being  replaced.  From  the  rapidity  with  which 
the  epithelium  of  the  cavity  is  regenerated  after  menstrua- 
tion, we  would  naturally  expect  a  quick  repair  of  them  when 
the  condition  which  removed  them  is  relieved.  The  fact 
that  they  have  been  found  intact  in  parts  of  a  tube  containing 
a  pregnancy  is  no  argument  that  there  had  not  been  a  des- 
quamation in  that  part  of  the  tube  involved  in  the  pregnancy. 
Change  the  nutrition  of  a  tube  by  the  increased  vescularity 
of  a  conception,  so  as  to  cure  the  catarrhal  condition,  and 
the  epithelium  of  the  rest  of  it  will  be  regenerated  in  twenty- 
eight  days.  The  result  of  the  removal  of  this  epithelium  or 
its  hairs  is  the  exposure  of  the  subjacent  lymph  tissue  and 
the  discharge  of  its  contents. 

The  only  other  place  where  this  lymph  is  furnished  is  the 
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peritoneal  cavity.  Of  course,  it  is  almost  an  impossibility  to 
prove  a  negative,  and  one  would  be  foolish  to  say  that  the 
prolongation  of  lymphoid  tissue  which  extends  along  the 
lower  fimbria  of  the  tube  never  reached  the  ovary,  and  may 
not,  sometimes  in  an  anomalous  way,  form  a  part  of  its  bulk. 

But  what  we  do  know  is,  that  if  it  ever  does,  it  must  be 
very  rare,  and  that  we  might  just  as  well  expect  a  rich 
amount  of  lymph  from  the  fascia  lata  as  to  look  for  it  from 
the  stroma  of  the  ovary.  The  peritoneum,  however,  we  all 
know  to  be  a  dilated  lymph-sac,  and  to  be  studded  all  over 
with  little  lumps  of  neutral  tissue  resembling  the  endome- 
trium, just  ready  to  respond  to  any  governing  force,  and  to 
mould  itself  into  any  required  shape.  So,  then,  from  a  his- 
tological standpoint,  I  am  ready  to  accept  all  the  different 
varieties  of  early  ectopic  gestation  that  are  located  in  the  utero- 
tubal tract  or  the  peritoneum,  but  to  the  ovarian  I  am  still  a 
very  decided  sceptic. 

I  do  not  believe  that  anyone  here  thinks  that  an  extra- 
uterine pregnancy  ever  occurs  with  a  perfectly  normal  genital 
tract,  and  it  would  be  an  insult  to  the  intelligence  of  this  body 
to  recapitulate  one-tenth  of  what  has  been  written  about  it. 

My  old  master  has  so  thoroughly  done  the  majority  of  the 
work  that  we  may  consider  the  bulk  of  all  cases  met  with  in 
practice  as  settled  for  all  time. 

The  little  that  remains  for  me  to  say  in  regard  to  any  of 
the  tubal  forms  is  to  remind  you  that  anything,  either  within 
or  without,  that  causes  a  loss  of  the  cilia  is  enough  to  produce 
a  spot  to  which  the  ovum  may  adhere.  In  this  general  state- 
ment, I  mean  to  include  all  forms  of  strictures,  internal  or 
external,  polyps,  and  all  other  new-growths,  as  well  as  all 
other  products  of  inflammation  or  altered  nutrition. 

It  certainly  would  be  "  carrying  coals  to  Newcastle,"  for 
me  to  follow  up  further  the  life-history  of  a  tubal  gestiition. 
So  1  turn  at  once  to  the  discussion  of  that  much-talked-of 
misplaced  conception,  ovarian. 

From  personal  experience  I  can  say  nothing,  for  I  certainly 
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never  saw  one.  The  specimen  Dr.  Manu  showed  us  two 
years  ago  was  undoubtedly  a  dermoid.  Of  these,  like  most 
of  you,  I  have  seen  many.  I  could  not  have  been  mistaken 
or  deluded  into  believing  that  that  tough  leather  tissue, 
devoid  of  any  sign  of  vascularity,  could  be  produced  by  any 
rapid  process  like  a  pregnancy. 

Nor  could  I  think  it  reasonable  that  it  had  ever  contained 
placental  tissue.  For  you  know  that  papillomatous  formations 
are  very  common  in  this  organ,  and  that  it  is  almost  an 
impossibility  to  differentiate  between  them  and  the  chorial 
villi. 

Now,  do  not  understand  me  to  mean  an  epitheliomatous 
papilloma,  but  the  mucoid  variety  I  described  three  years 
ago,  and  which  many  of  you  frequently  see  in  the  peritoneal 
cavity.  What  I  must  see,  then,  to  convince  me  that  there 
is  such  a  thing  as  ovarian  pregnancy,  is  a  fully-formed  foetus 
surrounded  by  ovarian  tissue. 

A  lithopjedion  cannot  be  trusted,  for  the  same  reason  that 
Dr.  Mann's  specimen  cannot,  for  if  we  admit  such  evidence 
as  this  it  will  not  be  long  before  our  lists  will  be  overrun  with 
such  masqueraders.  For  a  calcareous  foetus  is  rarely  perfect, 
and  the  time  of  placental  absorption  is  so  far  past  that  it  will 
be  impossible  to  trace  out  a  satisfactory  part  of  the  membranes, 
so  that  it  will  be  impossible  to  say  whether  it  is  a  foreign  or 
a  local  production. 

If  there  is  such  a  thing  as  an  ovarian  pregnancy  it  must 
arise  from  some  such  pathologicul  condition  as  that  reported 
by  Dr.  Ashby,  or  an  anomalous  distribution  of  the  lymphoid 
tissue  in  the  lower  fimbria  as  I  have  already  described. 

In  Dr.  Ashby's  case  the  adhesions  of  the  fimbria  to  the 
ovary  shut  in  the  foetus  so  as  to  make  the  ovary  form  the 
outside  of  its  cyst,  while  it  was  really  being  fed  by  the  lymph 
from  those  fringes. 

Now  I  can  easily  see  how,  that  if  by  an  unusual  formation 
the  ovum  should  drop  into  a  crypt  at  the  hilum  of  the  ovary 
where  there  was  an  unusual  amount  of  this  lymph  tissue,  it 
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might  be  slnit  in  by  some  adhesion  anil  by  its  growth  unfold, 
and  so  stretch  out  the  ovarian  tissue  over  itself,  as  it  does 
the  broad  ligament  after  rnj)ture,  and  thus  have  a  large  num- 
ber of  follicles  in  the  wall  of  its  sac;  but  to  expect  it  to 
draw  its  nourishment  from  the  ovary  itself,  is  to  my  mind 
not  even  ])lausible.  When,  however,  it  lodges  on  one  of  the 
adenoid  lumps  of  the  peritoneum,  with  the  conditions  suitable, 
the  ovum  is  not  so  much  lost  after  all,  and  finds  itself  in  a 
place  closely  resembling  its  proper  home. 

I  believe  that  the  spermatic  fluid  exercises  an  important 
influence  over  the  future  placental  site,  and  that  without  it  no 
ovum  can  adhere  to  any  tissue.  Like  the  skin  graft  on  a 
granulation  surface  I  believe  it  stimulates  and  directs  into  a 
new  shape  the  neutral  tissue  of  either  uterus,  tube,  or  abdo- 
men. It  is  the  exhaustion  of  this  stimulus  that  causes  the 
placental  separation  at  nine  months,  for  it  has  long  ago  been 
proven  that  like  all  other  transient  organs  the  placenta  has  its 
allotted  time  of  existence. 

The  white  blood-cell  or  lymph-cell  of  its  own  volition  is  a 
scavenger,  and,  unless  restrained  by  some  force  other  than 
its  own,  will  at  once  attack  all  foreign  substances  within  its 
reach;  but  as  is  beautifully  shown  in  the  history  of  sponge- 
and  skin-grafting,  when  properly  used,  at  once  set  themselves 
to  the  task  of  tissue-formation.  Had  Leopold  made  allow- 
ance for  this  and  placed  a  quantity  of  the  same  spermatic 
fluid  in  the  abdomens  of  those  rabbits  that  fertilized  ihose  ova 
we  hear  so  much  about,  1  believe  the  result  would  have  been 
the  same  as  in  the  cases  of  Leclugse  and  Koeberle. 

It  would  take  us  too  far  from  the  discussion  of  our  subject 
to  follow  up  any  further  this  double  function  of  the  seminal 
fluid.  But  that  it  is  a  fact,  I  am  fully  assured,  and  some  day 
I  hope  to  place  the  proofs  before  you  in  a  thoroughly  convinc- 
ing form. 

To  recapitulate,  I  believe  that  an  ectopic  pregnancy  may 
begin  at  any  spot  in  the  utero-tubal  tract,  including  those 
crypts  formed  by  the  adhesions  of  the  fimbria  as  a  part  of  the 
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same,  and  that  it  may  sometimes  be  located  in  the  abdomen 
proper. 

Lastly,  all  pregnancies  that  involve  the  ovary  do  so  in  a 
secondary  way,  and  shonld  be  looked  on  in  exactly  tiie  same 
way  as  any  other  organ  that  happens  to  be  caught  np  by 
adhesions  to  an  extra-uterine  pregnancy. 

The  results  and  secondary  ciianges  that  come  to  these 
various  forms  of  pregnancy  you  have  all  been  teaching  to 
your  class  too  long  even  to  bear  mention  here,  so  we  will  at 
once  pass  on  to  the  next  division  of  our  subject — its  diag- 
nosis. 

Here  again  I  must  remember  that  I  am  not  lecturing  a 
class  of  first-course  students,  and  will  spare  you  the  usual 
infliction  of  symptoms. 

You  may  theorize  about  it  as  you  please,  but  the  practical 
question  is,  How  often  is  the  diagnosis  made  before  rupture? 
I  have  said  on  this  floor  before,  that  I  know  that  nearly  every 
one  of  those  colicky  pains  means  a  giving  way  of  some  part  of 
the  tube.  Sometimes  the  first  one  gets  a  large  bloodvessel, 
but  more  generally  the  bleeding  is  not  alarming  until  the 
second  or  third. 

With  these  pains  once  begun  the  patient  comes  to  see  her 
doctor  and  then  most  anybody  can  suspect  the  condition,  but 
no  one  can  be  certain  until  the  abdomen  is  opened.  Then,  if 
your  guess  is  the  proper  one  it  is  very  easy  to  say,  I  told  you 
so ;  and  if  it  is  not,  with  equal  facility  the  case  is  labelled 
"  exploratory  incision"  and  passed  on.  The  whole  matter  in 
a  nutshell  is,  that  before  rupture  there  are  very  few  patients 
that  will  be  bothered  with  a  doctor;  and  after  that,  thanks 
again  to  Mr.  Tait,  there  are  very  few  practitioners  who  cannot 
give  a  shrewd  guess  as  to  what  is  the  matter.  Once  dis- 
covered or  suspected,  in  my  mind  all  that  is  left  is  to  remove 
it,  or  be  sure  that  it  does  not  exist,  and  the  only  way  to  do 
this  is  with  an  exjjloratory  cut. 

The  pros  and  cons  of  tiie  electric  treatment  are  old  stories 
to  you  all.     Its  being  based  on  the  assumption  of  the  death 
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of  the  child  ending  the  matter,  to  me  condemns  tlie  whole 
process.  For  I  know  well  that  the  placenta  has  a  separate 
existence,  and  that  it  must  be  killed  before  the  growth  of  the 
gestation-sac  can  be  arrested. 

Errors  in  diagnosis  which  must  undoubtedly  make  us 
sometimes  roughly  handle  diseased  organs  that  should  be  let 
alone  or  removed,  form  another  strong  objection  to  its  free 
application. 

Furthermore,  when  we  have  diagnosed  it  correctly,  and 
safely  to  the  mother  destroyed  both  foetus  and  placenta,  we 
have  done  little  more  for  the  future  of  the  mother  than  if  we 
had  found  her  with  a  broad  ligament  cyst  and  done  nothing 
more  than  tapped  it.  We  have  not  only  left  her  to  the  dan- 
gers of  suppuration  of  the  present  pregnancy,  but  to  the  risks 
of  a  repetition  of  all  in  the  future. 

What  I  have  said  about  the  electric  treatment  before  I  now 
most  unconditionally  repeat,  and  that  is,  it  is  dangerous  in 
practice,  wrong  in  principle,  and  disastrous  in  its  final  results. 
It  seems  to  me,  gentlemen,  that  the  time  is  not  far  off  when 
it  will  be  thought  of  merely  as  one  of  the  mistakes  in  the 
management  of  extra-uterine  pregnancy,  and  like  tapping  ova- 
rian tumors,  it  will  be  one  of  the  curios  of  the  past. 


DIAGNOSIS  AND  TREATMENT  OF  EARLY 
ECTOPIC  GESTATION. 

By  J.  M.  Baldy,  M.D., 
Philadelphia. 


In  following  me  into  a  discussion  of  this  subject,  I  wish 
it  to  be  distinctly  borne  in  mind  that  what  I  have  to  say  is 
applied  to  this  disease  only  in  its  earliest  stages,  namely,  at 
that  period  when  the  rupture  is  liable  to  take  place  from  the 
tube  into  the  broad  ligament  or  into  the  abdominal  cavity,  as 
well  as  at  the  period  immediately  following  the  rupture. 

It  would  seem  from  this  that  I  accept  the  views  of  Mr. 
Tait  as  to  the  pathology  of  extra-uterine  pregnancy ;  with  a 
few  reservations  this  is  a  fact.  My  whole  line  of  argument 
will  be  based  on  the  premises  that  the  conception  has  taken 
place  in  one  or  other  of  the  Fallopian  tubes,  or  has  subse- 
quently found  its  way  there  and  has  there  developed.  I  do 
not  wish  to  be  understood  as  denying  that  there  is  such  a 
condition  as  ovarian  or  abdominal  pregnancy,  but  for  our 
present  purpose  we  may  safely  ignore  that  phase  of  the 
question  altogether,  because  at  the  early  stages  of  the  disease 
with  which  we  are  dealing,  the  three  conditions  could  hardly 
be  differentiated.  It  is  most  certain  that  an  overwhelming 
majority  of  the  cases  are  tubal  in  their  iucipiency,  and 
whether  an  occasional  one  prove  to  be  either  of  the  other  two 
varieties,  it  cannot  make  the  slightest  difference  from  a  diag- 
nostic and  therapeutical  point  of  view.  In  this  discussion  I 
propose  to  ignore,  to  a  great  extent,  the  ancient  literature  of 
the   subject.     Of  whatever  value  this  has  proven  in  times 
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past  in  establishing  the  pathology  of  extra-uterine  pregnancy, 
it  is  to-day  of  far  less  value  from  the  point  of  view  of 
this  paper  than  the  experience  and  literature  of  the  past 
few  yeiirs.  I  infinitely  prefer  the  testimony  of  men  who 
have  niatle  their  observations  with  a  pretty  clear  idea  of  the 
pathology  and  frequency  of  this  and  allied  diseases,  to  that 
of  men  who  were  groping  in  the  dark  with  little  or  no  idea 
of  this  trouble  or  of  the  many  diseases  with  which  it  may  be, 
and  has  been,  confounded.  With  the  recent  data,  then,  to 
supplement  my  own  personal  experience  of  more  than  twenty 
cases  of  early  ectopic  gestation  I  shall  be  satisfied  to  draw 
my  conclusions. 

The  symptoms  of  this  disease  have  been  variously  classified, 
and  it  is  claimed  that  if  a  certain  number  of  them  be  grouped 
together  in  the  same  patient,  the  presence  of  the  abnormal 
gestation  is  assured.  In  considering  these  symptoms  we  will 
take  them  as  nearly  as  may  be  in  the  order  of  their  impor- 
tance. 

Menstruation. — This  may  be  absent  for  one  or  two 
periods,  and  then  a  spurious  flow  may  appear  which  is  at  first 
lighter  and  finally  darker  in  color  than  normal.  It  is  irregu- 
lar, prolonged,  and  contains,  after  a  while,  clots  and  shreds. 
There  may  be  no  mi&sed  period  at  all — simply  a  prolongation 
of  the  normal  flow,  with  the  above  characteristics.  I  have 
had  patients  pass  under  my  hands  in  whom  this  spurious 
menstruation  did  not  appear  at  all ;  in  whom  there  was  not 
even  a  scanty  or  prolonged  flux.  To  a  great  extent  this 
depends  on  the  period  at  which  the  patient  is  seen  ;  the 
earlier,  the  less  likelihood  of  irregularities.  Oftentimes  the 
patient  has  a  history  of  similar  irregularities,  and  one  is  very 
apt  to  be  misled  by  this. 

Pain. — This  pain  is  of  a  somewhat  different  character 
from  other  pains  to  which  women  are  liable.  Early  in  the 
growth  of  the  gestation -.sac  it  is  slight,  occurring  at  long  in- 
tervals, and  as  a  rule  not  much  notice  is  taken  of  it.  Often- 
times it  disappears  altogether  for  a  few  weeks,  and  would  be 


J   M.  BALDY.  35 

forgotten  but  for  its  reappearance  in  redoubled  force.  It  is 
intermittent  in  character,  cramp-like,  becoming  more  and 
more  severe  and  more  and  more  frequent.  It  at  times  be- 
comes so  severe  as  to  cause  syncope.  Its  situation  is  almost 
invariably  pelvic  and  low  down  in  the  abdomen.  It  can  be 
safely  said  that  this  symptom  is  invariably  present.  As  a 
rule,  it  is  the  one  thing  which  forces  the  putient  to  seek  the 
advice  of  her  physician.  Of  all  the  individual  symptoms 
this  one  has  proven  of  most  value  to  me  in  recognizing  the 
true  condition.  This  almost  characteristic  behavior  of  the 
pains  taken  in  conjunction  with  the  appearance  of  the  men- 
strual discharges  when  they  are  abnormal,  should  always  put 
one  on  his  guard  and  force  him  at  least  to  weigh  carefully  all 
the  pros  and  cons  before  dismissing  the  possibility  of  ectopic 
gestation. 

Expulsion  of  Decidua. — This  may  be  thrown  oif  in  the 
shape  of  shreds  and  mixed  with  clots  of  blood,  or  (which  is 
more  usual),  after  a  few  days'  discharge  of  shreds,  may  come 
away  in  one  good-sized  mass.  This  symptom  is  theoretically 
of  the  utmost  value,  and  when  it  is  demonstrated  is  conclu- 
sive (of  pregnaucy).  Practically,  its  value  is  in  the  majority 
of  cases  lost.  As  a  rule,  we  must  depend  on  tiie  statements 
of  the  patient  in  regard  to  the  matter,  and  these  statements 
are  often  worthless.  I  find  that  they  do  not  observe  closely 
enough,  or  are  so  ignorant  as  not  to  be  able  to  distinguish 
between  blood-clot  and  other  material.  Again,  the  decidua 
is  oftentimes  lost  in  the  water-closet  or  in  a  vessel  full  of 
clots.  I  have  had  women  declare  they  were  discharging 
shreds,  when  a  careful  examination  failed  to  reveal  a  sign  of 
one,  and  vice  versd.  Taking  it  all  in  all,  I  do  not  attach 
much  value  to  this  sign  practically — realizing,  however,  its 
great  importance  when  it  can  be  properly  demonstrated. 
Where  it  is  absent  altogether  is  mostly  in  the  early  weeks 
of  the  disease. 

Genekal  Signs  of  Pregnancy. — As  a  rule,  these  are  the 
reflex — gastric  and  breast — symptoms  of  normal  pregnancy, 
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as  well  as  the  bladder  and  rectal  disturbances  of  the  same 
condition.  These  same  symptoms  may  be  present  in  women 
who  are  not  pregnant  at  all.  They  may  arise  from  almost 
any  cause  of  irritation  to  the  genital  canal,  and  are  fre- 
quently present  in  such  diseases  as  ovarian  cyst,  pyosalpinx, 
etc.  Standing  alone  they  are  worthless  for  determining  preg- 
nancy, especially  the  extra-uterine  variety. 

Period  of  Sterility. — As  a  rule,  the  patient  has  had  a 
child  or  miscarriage  some  years  ago,  with  a  history  of  sterility 
since  that  date.  This  is  not  always  so,  however,  as  some 
women  conceive  with  the  foetus  extra-uterine  as  soon  after 
the  first  pregnancy  as  the  law  will  allow. 

Vaginal  Discoloration. — This,  for  the  most  part,  is 
the  usual  discoloration  of  pregnancy. 

Cervix. — The  cervix  is  enlarged  and  soft,  and  the  os  is 
patulous.  I  have  noticed  an  absence  of  these  symptoms  in 
several  cases  and  they  cannot  be  considered  as  at  all  constant. 

Body  of  Uterus. — The  fundus  is  enlarged  and  softened, 
and  mostly  crowded  either  far  forward  against  the  pubic  bone 
or  is  pushed  to  one  or  the  other  side.  It  is  immovable  and 
has  a  feeling  of  softness.  Like  the  cervix,  however,  these 
conditions  are  not  constant.  I  have  studied  patients  for 
several  weeks  at  a  time,  in  whom  the  uterus  was  normal  in 
every  particular,  trying  to  arrive  at  a  diagnosis,  yet  ectopic 
gestation  was  finally  proved  to  be  present. 

Uterine  Appendages. — At  times  an  examination  of  one 
side  is  perfectly  negative,  while  on  the  opposite  side  a  tense, 
adherent,  tender  cyst  is  present.  This  cyst  I  iiave  found  in 
several  cases  almost  in  the  median  line,  posterior  and  appa- 
rently so  continuous  with  the  cervix  as  to  make  it  impossible 
to  find  any  dividing-line  between  them.  In  one  case  the 
fundus  was  so  high  and  so  far  back  as  to  seem  part  of  the 
cyst.  On  the  other  hand,  cystic  masses  (apparently  charac- 
teristic) will  be  found  on  both  sides,  one  proving  to  be  an 
ovarian  cyst,  an  ovarian  abscess,  a  pyosalpinx,  or  a  dermoid 
cyst,  the  other  being  demonstrated  to  be  a  tubal  pregnancy. 
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All  these  conditions  I  have  seen  and  studied  with  the  speci- 
mens in  my  hands.  The  local  condition  is  so  varied  and  de- 
ceptive that  only  corroborative  evidence  can  be  obtained  from 
it.  The  ectopic  gestation-cyst,  if  kept  under  observation, 
increases  very  perceptibly  in  size  from  time  to  time,  but  it  is 
exceedingly  dangerous  to  wait  and  watch  for  this  symptom. 

The  Pulsation  of  the  Cyst. — I  have  studied  the  dis- 
ease from  this  point  of  view  and  in  spite  of  what  others  have 
had  to  say  as  to  its  importance  I  have  been  unable  to  find  the 
slightest  thing  characteristic  about  it,  Tiie  pulsation  is  pre- 
sent in  so  many  pelvic  conditions,  especially  in  distended 
Fallopian  tubes,  that  I  have  found  it  worthless  as  a  reliable 
point  in  this  disease.  In  proved  cases  of  ectopic  gestation  it 
has  been  present  in  some  and  absent  in  others  in  my  experience. 

Ballottement. — I  have  never  been  able  to  observe  this 
symptom  in  any  case,  nor  have  I  seen  a  specimen  under  the 
third  month  in  which  I  think  it  could  have  been  demonstrated. 
The  number  of  cases  in  which  it  is  claimed  that  it  has  been 
observed  is  small,  and  to  me  it  is  of  very  doubtful  value  as 
a  diagnostic  aid. 

The  Patient  Considers  Herself  Pregnant. — I  have 
found  in  the  majority  of  cases  that  the  women  did  not 
think  they  were  pregnant,  or  at  least  were  very  uncertain 
what  to  think  when  questioned  on  this  point.  Only  two  or 
three  times  did  my  patients  state  positively  that  they  thought 
themselves  in  the  "  family  way".  We  all  know  how  often 
women  think  themselves  so  when  they  are  not.  I  do  think 
this  point  of  much  value  one  way  or  the  other. 

Temperature  and  Pulse. — A  number  of  times  T  have 
noticed  a  persistent  and  considerable  rise  in  temperature  and 
pulse,  and  the  patients  have  at  times  complained  of  feeling 
chilly.  The  exacerbation  of  temperature  is  due,  no  doubt,  to 
the  local  pelvic  inflammation  which  so  often  accompanies  this 
disease  and  which  causes  the  adhesions  so  frequently  met 
with. 

When  we  come  to  the  period  of  rupture,  symptoms  of  great 
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pain  followed  by  collapse  and  all  the  signs  of  concealed 
hemorrhage  make  the  presumptive  diagnosis  comparatively 
easy,  especially  when  taken  in  conjunction  with  the  past  history. 
It  would  be  natural  to  suppose  that  where  tiie  combination 
of  a  number  of  these  symptoms  presented  tiiemselves  in  the 
same  patient  a  diagnosis  of  extra-uterine  pregnancy  could 
readily  be  arrived  at;  such  is  the  belief  of  some  of  the  profes- 
sion. Reeve^  states  that,  "  in  a  patient  presumably  pregnant, 
having  had  more  than  one  such  attack  as  this  [he  refers  to  the 
paroxysmal  pains],  and  having  a  tumor  to  be  felt  per  vaginam, 
there  could  scarcely  be  a  doubt  of  the  existence  of  extra- 
uterine pregnancy."  My  own  experience  has  taught  me  the 
fallacy  of  this,  and  I  am  coming  more  and  more  to  regard  my 
position  as  taken  in  the  Medical  Record^  September  21,  1889, 
as  the  true  one.     In  that  paper  I  stated  three  propositions  : 

1.  In  a  certain  proportion  of  cases  of  extra-uterine  preg- 
nancy, in  the  early  stages,  the  diagnosis  is  easy  and  unmistak- 
able. 

2.  In  a  certain  (quite  large)  proportion  of  cases  sufficient 
symptoms  are  present  more  than  to  warrant  a  diagnosis  of 
extra-uterine  pregnancy,  such  a  pregnancy  not  being  present. 

3.  In  a  certain  other  proportion  of  cases  the  symptoms, 
until  ru4)ture  has  occurred,  are  entirely  wanting  or  of  such 
dubious  character  as  in  nowise  to  warrant  such  a  diagnosis. 

The  following  history  is  that  of  a  patient  who  came  under 
my  observation  : 

Mrs.  X., aged  twenty-six  years;  married  seven  years.  One  child 
six  years  ago;  had  puerperal  trouble  after  confinement,  never 
pregnant  since.  Two  and  a  half  months  ago  she  missed  her  men- 
strual period  and  soon  began  to  develop  symptoms  which  made 
her  think  that  she  wius  pregnant.  In  the  course  of  about  six  or 
seven  weeks  she  began  to  have  a  bloody  vaginal  discharge,  which 
finally  contained  shreds  and  clots.  About  this  time  pains  which 
had  been  present  in  slight  degree  became  severe  and  paroxysmal. 
On  account  of  the  bleeding  and    pain  she  applied   to  me   for 

'  American  Journal  of  the  Medical  Sciences,  July,  1889. 
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advice.  On  close  questioning  she  acknowledged  having  passed  a 
mass,  but  was  doubtful  whether  it  was  blood-clot  or  not.  A  vagi- 
nal examination  revealed  a  softened  cervix,  a  slightly-enlarged 
uterus  with  a  tense,  adherent,  tender  cyst  on  the  right  side,  the 
uterus  being  crowded  to  the  left.  A  diagnosis  of  tubal  preg- 
nancy was  made  and  the  gestation-sac  was  removed  two  days 
afterward. 

This  case  presents  a  line  of  symptoms  which  apparently 
could  lead  to  but  one  conclusion,  and  so  the  event  proved. 
But  contrast  this  case  with  the  two  following  which  occurred 
in  my  practice  :  ^ 

Mrs.  X. ;  general  and  reflex  symptoms  of  pregnancy,  such  as 
swollen  and  painful  breasts,  containing  milk  ;  morning  nausea  ; 
enlarged  abdomen  ;  frequent  micturition  ;  constipation,  etc. ;  had 
missed  a  period  or  two.  Patient  thought  herself  pregnant ;  had 
not  been  pregnant  for  some  years  ;  irregular  bleeding  for  a 
week  or  two ;  colicky  pains  in  the  abdomen  ;  passage  of  blood 
and  shreds  per  va^'mawi.  Examination  showed  cystic  tumor  to 
one  side  of  the  uterus  painful  to  the  touch.  The  patient  was 
seen  by  Dr.  J.  Price  and  several  other  gentlemen,  all  concurring 
with  me  in  the  diagnosis  of  undoubted  extra-uterine  pregnancy. 
Several  days  afterward  an  operation  disclosed  an  ovarian  cyst  as 
large  as  an  orange. 

Mrs.  Z. ;  general  and  reflex  signs  of  pregnancy  almost  as  above ; 
not  pregnant  for  years ;  missed  a  period  ;  profuse  bleeding  with 
clots  and  shreds;  severe  pelvic  pains  of  a  colicky  character. 
Examination  disclosed  a  pelvic  mass  at  the  side  of  the  uterus, 
evidently  a  distended  tube.  A  diagnosis  of  extra-uterine  preg- 
nancy was  made  by  Dr.  Kynette,  several  other  gentlemen  and 
myself.  Operation  in  a  few  days  by  Dr.  Penrose  disclosed  pyo- 
salpinx. 

The  following  cases  simply  emphasize  what  my  own  cases 
prove  : 

Mrs.  D.,''  a  patient  of  Dr.  Weeks,  of  Trenton,  married  four 
years ;  never  pregnant ;   menses  always  regular   and  not  pain- 

1  Medical  Record,  Sept.  21,  1889.  *  Annals  of  Gynecology,  May,  1890. 
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fill.  One  week  after  her  January  period  she  noticed  a  dull  pain 
in  the  lower  part  of  the  abdomen,  followed  in  another  week  with 
sick  stomach,  and  all  the  symptoms  of  pregnancy.  Her  menses 
absent  for  six  weeks,  when  she  was  suddenly  seized  with  severe 
pain  and  began  to  flow.  The  woman  finally  took  to  her  bed. 
The  discharges  were  lochial  in  character,  and  contained  shreds  ; 
this  was  seen  by  both  doctor  and  nurse.  A  tender  cystic  mass 
was  found  to  the  left  and  posterior  to  the  uterus  ;  the  fundus  was 
crowded  forward  and  to  the  side.  A  diagnosis  of  extra-uterine 
pregnancy  was  arrived  at,  and  I  was  asked  to  see  the  patient.  I 
found  everything  as  narrated,  and  verified  the  diagnosis.  Two 
days  later  a  laparotomy  disclosed  a  large  pelvic  (intra-peritoneal) 
abscess.  The  Fallopian  tubes  and  ovaries  showed  no  signs  of 
having  been  impregnated. 

Mrs.  K.,'  a  patient  of  Dr.  B.  C.  Hirst,  jet.  twenty-five ;  last 
child  two  years  ago  ;  menses  absent  two  periods,  but  had  returned 
some  time  before  being  seen  by  doctor ;  history  of  discharge  of 
clots  and  membrane  ;  great  pain  in  pelvis  and  abdomen.  Exami- 
nation showed  uterus  enlarged,  os  patulous,  uterus  displaced  to 
right  side ;  tumor  in  left  broad  ligament  as  big  as  an  egg.  Ex- 
tra-uterine pregnancy  was  diagnosed.  At  the  operation  which 
followed  a  broad  ligament  cyst  was  removed.  The  woman 
afterward  passed  remnants  of  an  abortion. 

Dr.  Joseph  Price,^  iu  a  patient  sent  him  by  Dr.  Garret,  of 
Germantowu,  found  a  mass  on  the  left  side  of  tlie  pelvis  as 
large  as  a  three  months'  uterus,  with  the  history  that  the 
woman  had  been  married  ten  mouths ;  that  the  menses  ceased 
throe  months  after  marriage,  and  she  had  all  the  symptoms 
of  pregnancy.  There  was  absence  of  two  periods  followed 
by  hemorrhage  and  pain.  Extra-uterine  pregnancy  was 
diagnosed.  Laparotomy  revealed  a  small  suppurating  cyst 
of  the  right  ovary  with  an  adherent  hydrosalpinx. 

Dr.  H.  C.  Coe^  reports  the  case  of  a  woman  whom  he  saw 
in  consultation.     She  had  missed  two  menstrual  periods  and 
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presented  the  subjective  symptoms  of  pregnancy.  One  day- 
she  had  an  attack  of  violent  pain  in  the  abdomen  with  evi- 
dences of  collapse.  A  mass  was  found  on  the  right  side  of 
the  uterus  which  seemed  to  grow  week  by  week.  She  had  a 
bloody  discharge  from  the  vagina.  A  sound  was  passed  into 
the  enlarged  uterus  a  number  of  times,  and  both  the  galvanic 
and  faradic  currents  were  applied.  The  uterus  was  enlarged, 
the  cervix  soft,  aud  the  os  patulous.  The  tumor  was  fixed 
and  fluctuating.  Finally,  she  had  another  attack  of  pain 
with  apparent  collapse.  Extra-uterine  pregnancy  was  diag- 
nosed. Laparotomy  revealed  a  normally-pregnant  uterus 
with  a  large  adherent  ovary  on  the  right  side. 

Dr.  G.  W.  Johnston^  met  with  a  patient,  set.  twenty-two. 
Shortly  after  the  cessation  of  a  monthly  period  she  began  to 
suffer  from  nausea,  frequent  micturition,  aud  colicky  abdomi- 
nal and  pelvic  pains;  her  breasts  were  tender,  the  uterus 
enlarged  and  anteposed ;  on  the  right  side  of  tlie  uterus  and 
posterior  was  a  round,  exquisitely  tender,  semi-fluctuating 
tumor  as  large  as  a  lemon.  The  attacks  of  pain  were  parox- 
ysmal and  on  several  occasions  the  patient  was  almost 
collapsed.  She  had  a  vaginal  discharge  which  contained 
shreds.  Extra-uterine  pregnancy  was  diagnosed.  Laparot- 
omy revealed  a  tubo-ovarian  cyst  as  large  as  a  lemon. 

Gill  Wylie^  says  he  has  operated  on  three  cases  in  which 
the  diagnosis  of  extra-uterine  pregnancy  had  been  made,  in 
two  of  which  a  supposed  cure  by  electricity  had  been  recorded, 
and  at  the  operation  no  sign  could  be  found  of  ectopic  gesta- 
tion having  existed.  The  cases  were  simply  those  of  tubes 
dilated  with  fluid;  one  tube  containing  more  than  two  pints 
of  fluid. 

An  article  by  Vander  Veei-^  discloses  two  cases  (Munde's 
and  Janvrin's)  of  pregnancy  in  one  horn  of  a  bicornate  uterus 

'  American  Journal  of  Obstetrics,  August,  1889. 
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42  EARLY  ECTOPIC  GESTATION. 

mistaken  for  ectopic  gestation.  He  also  reports  two  cases 
(Warren's  and  Vauder  Veer's)  of  normal  pregnancy  so  mis- 
taken. 

It  certainly  is  unnecessary  to  reproduce  more  evidence  than 
this  in  order  to  convince  the  most  sceptical  that  the  symptoms 
of  extra-uterine  pregnancy  are  very  often  present,  and  that 
the  disease  is  anything  but  an  ectopic  gestation.  I  am  ready 
to  grant  that  all  the  symptoms  which  we  have  considered  as 
being  produced  by  this  disease  were  not  present  in  each  and 
every  one  of  the  cases  presented ;  but  in  what  disease  in  the 
whole  range  of  medicine  are  all  the  symptoms  of  that  disease 
reproduced  in  one  and  the  same  patient  ?  The  most  prominent 
and  valuable  points  are  noted  in  each  case,  viz.,  the  subjective 
signs  of  pregnancy,  the  pains,  the  missed  menstrual  period, 
and  the  bloody  vaginal  discharge  containing  shreds  or  masses, 
together  with  the  cystic  tumor  in  the  region  of  the  broad 
ligament.  A  study  of  these  cases  will  show  most  decidedly 
that  no  other  conclusion  could  have  been  arrived  at  in  any 
single  case,  and  in  addition,  the  names  of  the  attendant  physi- 
cians are  a  sufficient  guarantee  that  the  symptoms  and  history 
were  carefully  weighed.  There  are  many  more  such  cases  on 
record,  and  very  many  which  are  not  but  should  be. 

It  is  interesting  in  this  connection  to  note  the  wide  ranjje 
of  disea.ses  which  have  been  mistaken  for  ectopic  gestation  in 
its  early  stages.  Dr.  T.  Gaillard  Thomas  says,  "  There  are 
few  pelvic  conditions  which  develop  in  the  female,  from  phan- 
tom tumor  to  fecal  impaction,  which  I  have  not  seen  con- 
founded with  ectopic  gestation."  Amongst  the  few  cases  I 
have  reproduced  in  this  paper  the  mistake  was  made  in  the 
case  of  ovarian  cyst,  pyosalpinx,  pelvic  abscess,  broad-liga- 
ment cyst,  ovarian  abscess,  normal  pregnancy,  pregnancy  in 
one  horn  of  a  bicoruate  uterus,  and  tubo-ovarian  cyst.  This 
only  covers  a  portion  of  the  diseases  which  may  be  so  mis- 
taken. If  the  mistake  is  to  be  made  in  one  class  of  cases 
more  than  in  another,  I  believe  it  will  be  in  patients  in  whom 
an  abortion  lias  taken  place  and  a  pelvic  tumor  (a  pelvic 
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abscess  or  pyosalpinx)  follows,  or  in  whom  a  pelvic  mass 
existed  formerly  and  was  unknown,  and  where  the  facts  of 
the  abortion  are  unknown  or  concealed.  The  case  of  Dr. 
Weeks,  as  quoted  above,  was  such  a  one. 

Now,  with  all  these  chances  of  mistake  in  diagnosis,  have 
we  yet  run  the  gauntlet  and  have  we  considered  all  the  pos- 
sible errors  ?  By  no  means.  AYe  still  have  to  consider  those 
cases  where  extra-uterine  pregnancy  is  in  actual  existence,  but 
where  a  failure  to  suspect  it  has  occurred,  or  where  it  has  been 
taken  into  consideration  but  has  been  dismissed  for  lack  of 
sufficient  evidence.  The  following  two  cases  which  occurred 
in  my  own  practice  illustrate  this  point  very  well : 

Mrs.  R/  came  to  me  complaining  of  abdominal  and  pelvic 
pain.  After  giving  a  negative  history  she  was  put  on  the  table 
and  a  diagnosis  of  pyosalpinx  was  made,  and  an  operation 
advised.  One  week  later  she  sent  for  me  and  I  found  her  lying 
on  her  bed.  She  said  she  had  been  having  abdominal  pains  all 
week.  She  arose  from  the  bed  in  order  to  obtain  a  letter.  While 
on  her  feet  she  was  seized  with  a  colicky  pain.  As  I  watched 
her  the  idea  suddenly  seized  me  that  possibly  this  might  be 
extra-uterine  pregnancy.  I  carefully  examined  her  with  this 
possibility  in  view.  She  had  been  bleeding,  off  and  on,  for  more 
than  two  weeks ;  the  show  was  clear  blood,  with  not  a  shred  or  clot 
in  it ;  she  liad  not  the  slightest  general  or  reflex  signs  of  preg- 
nancy ;  her  husband  had  been  away  for  only  three  weeks ;  she 
had  not  missed  a  period  nor  had  she  had  a  scant  one ;  she  had 
been  bearing  children  for  the  past  six  or  eight  years  at  regular 
intervals.  The  examination  showed  the  uterus  in  good  position, 
and  the  cervix  perfectly  normal  for  a  multipara.  There  was  a 
mass  posterior  and  apparently  continuous  with  the  cervix ;  so 
much  so,  that  had  I  not  been  able  clearly  to  feel  the  fundus  an- 
teriorly, I  should  have  thought  it  the  fundus.  The  only  symp- 
toms I  had  then  for  diagnosis  were  the  bleeding  and  the  pain. 
These  symptoms  are  such  constant  and  almost  invariable  com- 
panions of  all  serious  pelvic  troubles,  that  without  something 
more  to  sustain  the  diagnosis  it  had  manifestly  to  be  given  up. 

1  New  York  Medical  Record,  September  21,  1889. 
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Dr.  R.  H.  Hivmill  made  a  most  careful  examination  for  me  and 
could  find  nothing  more  than  I  had  on  which  to  base  a  diagnosis ; 
in  fact,  he  did  not  think  it  a  case  of  ectopic  gestation  at  all. 
Our  preference  for  the  diagnosis  of  pyosalpinx  was  because  of 
the  negative  symptoms  for  extra-uterine  pregnancy,  and  because 
the  woman  had  been  complaining  of  pelvic  pains  for  the  past 
three  or  four  years,  had  pain  at  her  menses,  and  painful  coition 
and  defecation.  She  had  been  having  more  or  less  whites  and 
they  had  suddenly  become  profuse,  with  itching  about  the  vulva 
and  painful  micturition.  She  was  in  that  state  of  life  when  one 
would  expect  her  husband  almost  certainly  to  infect  her  with 
gonorrhoea.  She  had  a  high  terai)erature  and  pulse,  and  chilly 
sensations.  Taking  it  all  in  all,  the  indications  were  clearly  for 
pelvic  inflammatory  trouble  and  against  extra-uterine  pregnancy. 
It  turned  out  to  be  a  pregnancy  of  the  fimbriated  end  of  the 
tube. 

Mrs.  T.  C.,'  set.  twenty-four,  married  nine  years.  Has  had 
two  children  and  no  miscarriages.  The  last  pregnancy  was  six 
or  seven  years  ago.  After  this  labor  she  was  in  bed  for  eight 
weeks  with  a  "  sore  and  swollen  belly,"  and  since  then  she  has 
never  been  free  from  pelvic  and  abdominal  pain.  Her  menstrua- 
tion has  been  regular  but  profuse,  lasting  eight  or  nine  days. 
In  the  interim  between  her  first  illness  (following  the  birth  of 
her  child)  and  the  present,  she  had  an  attack  of  abdominal  pain, 
which  confined  her  to  bed  for  a  week  or  more.  On^November 
15,  1889,  she  came  to  me  stating  that  her  regular  menstruation 
period  had  come  on  five  weeks  previously  and  that  she  had  been 
bleeding  more  or  less  ever  since ;  the  constant  pain  she  had  been 
having  liad  become  worse.  She  had  the  appearance  of  a  very  sick 
woman,  her  temperature  was  elevated,  her  pulse  quick,  and  she 
was  having  chills  and  creeping  sensations.  An  examination  of 
the  pelvis  showed  the  uterus  in  fair  position  and  of  normal  size. 
There  were  irregular  cystic  masses  on  each  side,  the  largest  being 
on  the  right.  A  diagnosis  of  chronic  double  pyosalpinx  with  an 
acute  attack  of  pelvic  peritonitis  was  made  and  an  operation 
advised.  I  removed  from  the  right  side  a  tubal  pregnancy 
(verified  by  microscopic  examination)  which  had  advanced  to 

'  The  Medical  News,  February  15,  1890. 


J.  M.  BALDV.  45 

about  the  sixth  or  seventh  week ;  from  the  left  side  an  ovarian 
cyst  the  size  of  a  hen's  egg.  The  results  of  the  operation  were  a 
complete  surprise  to  me.  My  diagnosis  of  pyosalpinx,  which 
was  concurred  in  by  Dr.  T.  Hewson  Bradford,  was  made  with 
the  utmost  confidence  and  we  had  not  the  slightest  doubt 
that  it  would  prove  to  be  correct.  An  ectopic  gestation  never 
entered  into  consideration.  As  soon  as  the  patient  was  well 
enough  I  questioned  her  closely  to  see  wherein  we  were  at  fault 
in  our  deductions.  A  most  careful  questioning  disclosed  the 
following  facts  :  At  no  time  during  the  past  year  had  she  missed 
a  menstrual  period,  nor  had  there  been  a  scant  or  delayed  one  ; 
at  no  time  had  she  had  any  signs  of  pregnancy,  such  as  she  suf- 
fered from  when  she  was  previously  impregnated.  In  fact  she 
does  not  even  now  believe  that  she  was  pregnant,  basing  this 
scepticism  on  the  absence  of  a  missed  period  and  the  early  signs 
of  pregnancy.  Her  breasts  were  of  normal  size,  the  areolae  were 
not  enlarged  or  changed  in  color;  there  was  no  tingling  or  itch- 
ing about  the  breasts,  though  they  contained  a  small  quantity  of 
milk — however,  she  states  that  such  had  been  their  condition 
since  the  birth  of  her  last  child.  There  was  no  decidual  dis- 
charge ;  the  only  thing  she  passed  besides  blood,  was  "  a  piece 
of  whitish  matter,"  such  as  she  was  in  the  habit  of  passing  at 
the  end  of  each  menstrual  period.  This  point  has  been  most 
carefully  inquired  into,  and  she  answers  very  intelligently.  In 
addition  to  her  statements  we  have  those  of  a  carefully-trained 
nurse.  The  patient  was  in  the  hospital  for  two  or  three  days 
before  the  operation,  bleeding  constantly.  The  nurse  declares 
that  the  napkins  were  soiled  with  a  discharge  entirely  free  from 
clots  or  shreds.  Stomach  symptoms  were  entirely  wanting.  The 
pains  were,  according  to  her  statement,  not  different  from  those 
she  had  with  her  previous  attack  of  probable  pelvic  peritonitis. 

In  addition  to  these  cases  of  my  own,  I  will  emphasize  my 
position  by  reference  to  a  few  others  occurring  in  competent 
and  skilled  hands. 

G.  M.  Tuttle^  reports  the  case  of  a  woman  who  was  under 
observation  for  several  months.     A  diagnosis  of  double  pyo- 

1  American  Journal  of  Obstetrics,  January,  1890. 
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salpinx  was  made.  The  operation  revealed  a  pyosalpinx  on 
the  left  side,  with  a  tubal  pregnancy  on  the  right  side. 

H.  T.  Hanks^  records  a  case  on  whom  he  operated.  The 
physician  who  sent  him  the  patient  said  that  she  had  very 
little  suffering  and  advised  that  no  treatment  be  instituted. 
After  reaching  New  York,  however,  she  began  to  suffer  and 
a  diagnosis  of  pyosalpinx  was  made.  At  the  operation  which 
followed,  a  tubal  pregnancy  was  removed. 

J.  P.  Tuttle^  records  a  very  interesting  case.  After  care- 
fully studying  all  the  symptoms,  he  discussed  the  case  at 
length  with  an  experienced  physician  in  New  York,  and  after 
weighing  the  evidence  pro  and  con  they  decided  against 
ectopic  gestation.  The  foetus  was  aft;erward  delivered  from 
the  rectum. 

E.  W.  Gushing^  mentions  a  case  which  had  been  operated 
on  for  an  ill-defined  tumor.  The  cyst  was  opened  after  the 
operation  and  a  ftietus  was  found.  There  had  not  been  a  sus- 
picion of  pregnancy. 

Smith*  reports  a  case  in  which  the  patient  died,  and  a  post- 
mortem examination  showed  the  right  Fallopian  tube  dis- 
tended into  a  sac  containing  a  three  months'  embryo  and 
placenta  ;  the  sac  had  ruptured,  causing  the  death.  He  says, 
"  in  this  case  extra-uterine  pregnancy  was  not  suspected  until 
I  received  the  history  of  the  symptoms  immediately  preced- 
ing death,  nor  can  I  see  anything  after  reviewing  the  case, 
which  would  have  justified  the  diagnosis  of  tubal  gestation. 
There  was  no  attempt  at  abortion,  no  hemorrhage,  no  pain 
referable  to  the  uterus  or  tubes." 

William  T.  Lusk'  has  recently  operated  on  two  patients 
and  found  extra-uterine  pregnancy,  in  cither  of  whom  under 
ordinary  circumstances    it    would    have    been   impossible  to 

'  American  Journal  of  Obstetrics,  January,  1890. 
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make  a  diagnosis.  He  has  in  the  last  few  years  changed  his 
views  very  considerably  on  this  subject,  and  he  now  believes 
that  the  number  of  cases  in  which  we  can  diagnosticate 
extra-uterine  pregnancy  in  advance  is  really  very  small. 

Joseph  Price  in  a  recent  discussion  before  the  Philadelphia 
Obstetrical  Society,  stated  that  he  had  failed  to  make  a  diag- 
nosis in  four  out  of  the  last  five  cases  of  ectopic  gestation  he 
had  operated  on. 

I  could  go  on  quoting  many  more,  but  I  have  already  pro- 
duced suflicient  for  my  purpose. 

It  is  here  interesting  to  note  the  mixed  character  of  the 
trouble  in  a  number  of  the  cases.  My  second  case  was  com- 
plicated by  an  ovarian  cyst  on  the  opposite  side.  The  case  of 
G.  M.  Tuttle  had  a  pyosalpinx  on  the  opposite  side.  Cases 
have  been  reported  where  there  was  an  ovarian  cyst  on  the 
same  side.     The  literature  is  full  of  this  mixed  condition. 

The  class  of  cases  we  have  been  considering  forms  no  mean 
proportion  of  the  total  number  of  cases  of  ectopic  gestation  on 
record,  and  in  all  human  probability  the  vast  majority  of  such 
cases  are  unrecorded.  To  give  some  idea  of  the  immense 
proportion  of  mistakes  which  have  been  made  in  diagnosis 
during  even  the  past  few  years,  let  us  compare  some  approxi- 
mate figures.  It  would  be  fair  to  assume  that  the  total  num- 
ber of  cases  of  extra- uterine  pregnancy  in  its  early  stages  which 
have  been  put  on  record  during  this  period,  does  not,  in  the 
United  States,  much  exceed  two  hundred,  if  it  reaches  this 
point.  At  the  end  of  1888,  Hanks^  tells  us  that  there  had 
been  in  the  past  three  years  a  total  of  97  cases  of  extra-uterine 
pregnancies  of  all  stages,  reported  in  all  the  journals  published 
in  the  English  language.  It  is  also  fair  to  assume  that  there 
are  very  few  cases  in  this  time  which  have  been  diagnosed, 
which  have  not  been  recorded.  Add  fifty  cases  to  cover  this 
possible  discrepancy  and  we  have  an  approximate  total  of  two 
hundred  and  fifty  cases  diagnosed  during  this  period  of  time. 

^  Transactions  American  Gynecological  Society,  1888,  p.  .360. 
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Now  compare  these  figures  with  those  of  the  other  side  of  the 
story.  With  merely  a  superficial  glauce  over  only  a  part  of 
the  literature,  I  have  found  some  twenty  cases  recorded  (a  few 
of  which  I  have  quoted  above).  It  must  be  remembered  that 
this  does  not  by  any  means  represent  all  the  mistakes  which 
have  occurred,  as  men  will  conceal  their  blunders  in  spite  of 
anything  which  can  be  said.  In  addition  to  these,  which  in 
themselves  form  a  formidable  percentage  of  the  total  number 
diagnosed  (20  as  against  250  or  12|  per  cent.),  I  have  the 
word  of  the  coroner's  physician  of  Philadelpliia,  Dr.  H.  F. 
Formad(and  have  myself  seen  and  studied  many  of  the  speci- 
mens), that  he  has  in  his  possession  the  specimens  from  more 
than  thirty  women  who  died  from  rupture  of  an  ectopic  gesta- 
tion-sac. These  cases  had  been  under  the  care  of  one  or  more 
physicians  prior  to  their  deaths,  and  yet  none  of  these  had  been 
diagnosed,  and  a  post-mortem  examination  by  the  coroner's 
physician  was  necessary  in  order  to  ascertain  the  cause  of 
death,  it  being  supposed  in  the  case  of  many  of  them  that  they 
had  been  the  victims  of  foul  play.  No  reasonable  man  will 
contend  that  such  cases  occur  only  in  Philadelphia,  and  if  we 
make  a  calculation  on  our  fifty  or  more  millions  of  population 
we  would  have  an  approximate  total  in  the  United  States 
during  the  past  few  years  of  about  1500  deaths  from  undiag- 
nosed extra-uterine  pregnancy.  Of  course  these  figures  are 
only  approximate,  and  it  would  take  a  great  deal  of  time  to 
verify  them.  However  they  are  sufficiently  accurate  to  give 
a  thinking  man  plenty  to  reflect  upon,  and  must  carry  convic- 
tion to  the  minds  of  most.  Now  in  addition  take  into  con- 
sideration all  those  cases  where  the  disease  has  existed  but  has 
been  overlooked,  and  those  again  in  which  tiie  diagnosis  has 
been  made  and  the  disease  has  not  existed,  and  our  chances 
for  a  correct  diagnosis  fade  to  a  minimum.  I  do  not  wish  to 
be  understood  as  thinking  that  it  isimpossii)le  ever  to  make  a 
correct  diagnosis  in  the  early  stages  t)f  extra-uterine  preg- 
nancy, because  it  has  been  accurately  made,  and  I  have  made 
it  myself,  and  verified  the  correctness  of  my  diagnosis;   the 
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impression  1  would  wish  to  create  is  that  in  the  great  majority 
of  cases  the  diagnosis  can  only  be  an  approximate  one,  and 
when  it  is  once  made  we  are  oftener  likely  to  find  ourselves 
mistaken  than  not.  I  think  the  evidence  here  produced  more 
than  sufficient  to  uphold  that  opinion. 

Of  the  total  number  of  cases  of  extra-uterine  pregnancy 
whicii  come  into  existence  from  time  to  time  there  can  be 
no  doubt  wiiatevcr  that  a  certain  number  go  on  to  a  sponta- 
neous cure.  I  believe  far  more  terminate  in  this  manner 
than  we  at  present  imagine.  The  most  common  modus  ope- 
randi is  a  rupture  into  the  folds  of  the  broad  ligament,  the 
death  of  the  embryo,  and  a  gradual  complete  or  partial 
absorption  of  the  resulting  hsematocele,  embryo,  and  mem- 
branes. That  the  death  of  the  embryo  is  possible  before 
rupture,  and  while  it  yet  remains  in  the  tube  is,  I  think,  not 
only  possible,  but  probable,  in  a  certain  proportion  of  cases. 
The  result  in  such  a  case  would  be  the  same  as  in  the  former. 
Just  what  proportion  of  cases  end  in  this  hap})y  manner  is 
merely  a  matter  of  speculation.  These  results  would  natu- 
rally make  us  take  into  consideration,  as  one  of  the  methods 
of  treatment,  the  expectant  plan.  Theoretically,  this  is  so, 
but,  practically,  I  know  of  no  authority  bold  enough  to  advo- 
cate it.  Such  a  large  number  of  cases  terminate  fatally,  and 
the  gauntlet  of  dangers  is  so  great  to  the  patient  that,  at  the 
present  time,  it  is  thought  necessary  to  take  some  active  steps 
in  treating  every  case  which  comes  under  observation,  and  not 
to  take  any  chances  of  disaster  overtaking  the  patient.  This 
course  seems  to  me  to  be  the  only  reasonable  one,  and  where 
a  case  is  even  only  suspicious  active  measures  of  one  kind  or 
another  should  be  taken  to  prevent  possible  disaster.  In 
considering  the  treatment  of  extra-uterine  pregnancy  I  shall 
confine  myself  to  the  period  before  rupture.  Everyone  is 
agreed  that  after  rupture  of  an  ectoj^ic  gestation-cyst  has 
taken  place,  there  is  but  one  proper  treatment,  viz.,  abdomi- 
nal section.  In  the  discussion  of  the  relative  merits  of  lapa- 
rotomy and  electricity  it  has  too  often  been  assumed   by  the 
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opponents  of  the  electrical  treatment  that  this  treatment  is 
recommended  for  the  post-rupture  period.  This  is  not  true; 
no  one  whose  word  carries  the  slightest  weight  recommends 
the  use  of  electricity  after  a  rupture  has  taken  place  into  the 
abdominal  cavity,  nor  after  a  rupture  into  the  folds  of  the 
broad  ligament,  beyond  a  certain  period,  the  limit  being  gen- 
erally fixed  at  or  under  four  months ;  later  than  this,  even 
electricians  recommend  either  waiting  for  a  viable  child  and 
then  laparotomy,  or  laparotomy  at  once.  There  are  but 
two  forms  of  treatment  which  I  shall  consider,  viz.,  lapar- 
otomy and  electricity.  All  operative  procedures  from  the 
vagina  (unless  in  very  exceptional  cases}  are  unscientific  and 
bungling;  the  .sac  cannot  be  removed  without  the  greatest 
difficulty  (if  it  can  be  removed  at  all),  and  the  removal  of 
the  whole  sac  is  a  great  desideratum.  Puncture,  with  the 
object  of  drawing  off  the  liquor  amnii  and  killing  the  fiietus, 
has,  in  times  pa.st,  proved  so  disa^-trous,  that  f  do  not 
think,  with  our  j)re.sent  safe  methods  of  dealing  with  the 
disea.se  anyone  would  knowingly  attempt  it ;  certainly  not 
here  in  America.  The  injection  of  morphine  into  the  sac, 
as  practised  by  Wiuckel  and  others  in  Germany,  has  not 
proven  a  success  even  in  their  hands.  In  Winckel's  Text- 
book of  M'ldicifery,  translated  by  Edgar,  eleven  cases  are 
mentioned  as  having  been  treated  in  this  manner.  Of  the 
eleven,  three  were  fatal,  a  mortality  of  almost  twenty-five  per 
cent.  The  merest  tyro  could  not  reproduce  such  a  disastrous 
record  with  either  electricity  or  surgery. 

The  only  method  of  application  of  electricity  which  will 
be  included  in  the  subsecjuent  remarks  will  be  where  either 
a  faradic  or  galvanic  current  is  ])a!^seil  through  the  gcstation- 
.sac  without  there  being  any  puncture  tnade.  Certain  writers 
(especially  foreigners)  have  j)ersistently  and,  it  would  almost 
appear,  wilfully  misunderstood  Americans  when  they  talk  of 
the  use  of  electricity  in  this  disease.  The  advocates  of  this 
method  of  treatment  have  always  and  most  emphatically 
claimed  that  they  did  not  puncture  and  that  it  was  dangerous 
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to  do  so.  lu  the  face  of  all  that  has  been  said  ou  this  sub- 
ject, it  is  simply  gross  ignorance  (or  worse)  longer  to  misun- 
derstand and  misquote.  The  contention,  then,  is  between 
laparotomy  and  electricity  applied  after  the  most  approved 
fashion.  I  make  no  distinction  between  the  faradic  and  gal- 
vanic currents;  both  are  used,  both  are  recommended  with 
equal  fervor,  and  apparently  have  about  the  same  result. 

The  advantages  of  the  treatment  of  extra-uterine  preg- 
nancy in  its  pre-rupture  stages  by  laparotomy  may  be  summed 
up  as  follows : 

1.  By  the  operation  the  foetus,  membranes,  and  sac  are  com- 
pletely removed. 

2.  Any  complicating  disease  which  may  exist  can  be  suc- 
cessfully dealt  with  at  one  and  the  same  time. 

3.  All  immediate  danger  from  the  existence  of  the  abnor- 
mal gestation  is  at  once  and  forever  removed. 

4.  All  remote  and  possible  future  trouble  from  the  occluded 
tube  is  removed. 

5.  In  cases  of  mistaken  diagnosis,  whatever  may  be  found 
will  require  surgical  intervention  and  therefore  the  mistake  is 
productive  only  of  good. 

6.  The  operation  has  very  little,  if  any,  mortality,  and  is 
safe  in  the  hands  of  anyone  who  can  do  any  laparotomy  with 
safety. 

Tiie  disadvantages  claimed  for  the  operation  by  its  oppo- 
nents are  : 

1.  Dangers  of  the  operation  itself 

2.  Unsexing  and  mutilation  of  the  patient. 

3.  The  possibility  of  mistakes  in  diagnosis  and  the  conse- 
quent unnecessary  operation. 

4.  The  patient's  horror  of  an  operation. 

The  advantages  of  the  electrical  treatment  as  claimed  by  its 
advocates  are : 

1.  The  certainty  of  killing  the  foetus. 

2.  The  probability  of  the  absorption  of  the  sac  contents 
and  the  subsequent  shrinkage  of  the  tube  to  a  natural  size. 
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3.  AVlioii  the  sac  eouteiits  are  not  absorbed,  tlie  harmless- 
ness  of  the  remaining  tumor. 

4.  The  ]>ossible  future  impregnation  of  the  patient. 

5.  The  avoidance  for  the  patient  and  friends  of  the  horrors 
of  the  operation. 

6.  The  harmlessness  of  the  treatment  if  a  mistake  in  diag- 
nosis be  made. 

The  disadvantages  claimed  for  the  electrical  treatment  by 
its  opponents  are  : 

1.  The  uncertainly  of  killing  the  fetus. 

2.  The  danger  of  delay  necessarily  incident  to  the  treat- 
ment. 

3.  The  dangers  during  the  treatment. 

4.  The  harm  done  in  case  of  mistaken  diagnosis. 

5.  The  dangers  to  the  patient  after  the  treatment  is  fin- 
ished. 

6.  The  doubtful  nature  of  the  disease  in  many  of  the  cases 
treated  in  this  manner. 

First,  as  to  the  treatment  by  laparotomy.  The  points  of 
advantage,  as  claimed  by  its  advocates  and  as  given  above, 
make  it  an  ideal  ti-eatment  in  its  results,  provided  those  claims 
can  be  substantiated.  Several  of  these  claims  are  questioned 
by  its  o])ponents,  and  we  will  consider  them  sicr'uiCnn. 

1.  It  is  claimed  that  laparotomy  is  a  dangerous  operation 
at  all  times  and  under  all  circumstances.  This  must  theoreti- 
cally be  granted  at  once,  but  when  practically  applied  to 
extra- uterine  pregnancy  it  cannot  be  shown  to  have  existed  in 
the  past  few  years,  unless  it  be  in  the  hands  of  incompetent 
men.  I  am  unable  to  find  in  the  literature  of  the  subject  a 
single  ca.se  of  death  following  the  operation  in  its  prerupture 
stages ;  and  even  after  rupture  there  are  no  deaths  which  can 
be  justly  attributed  to  the  operation — in  almo.st  every  iu.stance 
of  death  the  patient  has  been  beyond  help  in  consequence  of 
hemorrhage  or  shock  or  lx»th.  On  the  other  hand,  look  at 
the  long  list  of  lirilliant  results  as  reported  in  the  New  York 
and  Philadelphia  Obstetricivl  Societies,  to  say  nothing  of  Tait's 
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individual  list  of  forty-two  cases.  In  the  face  of  this  over- 
whelming evidence,  in  order  to  substantiate  this  point  of 
danger,  a  list  of  bad  results  must  be  produced ;  as  yet  no  one 
has  had  the  temerity  to  attempt  this. 

2.  The  unsexing  and  mutilation  of  the  patient.  In  no 
other  part  of  the  body  is  it  considered  a  mutilation  to  remove 
a  useless,  diseased,  and  dangerous  member.  This  cry  is 
merely  the  plea  of  the  demagogue,  and  savors  of  a  species  of 
political  trickery  unworthy  of  a  respectable  scientist  The 
patient  is  not  mutilated  and  it  is  rank  nonsense  to  say  she  is. 
She  certainly  is  unsexed,  in  the  sense  that  she  cannot  become 
again  impregnated  from  that  same  side  ;  that  she  is  unsexed 
in  any  other  sense  of  the  word  is  untrue.  But  it  must  be 
remembered  that  almost  always  the  disease  is  unilateral,  and 
the  opposite  side  remains  undisturbed  and  in  good  condition 
for  performing  its  natural  functions.  The  case  of  Tait's' 
which  became  a  second  time  impregnated  after  the  removal 
of  a  unilateral  ectopic  gestation  proves  the  truth  of  this.  But 
it  is  said  that  double  tubal  pregnancy  exists  at  times  I  This 
is  true  and  in  that  case  sterility  would  be  complete.  It 
has  never  been  proved  in  a  single  case  that  the  woman  is  not 
ju.st  as  sterile  after  a  cure  by  electricity,  or  even  after  a  spon- 
taneous cure,  as  she  is  after  the  operation.  A  patient  or  two 
may  have  become  pregnant  after  such  treatment,  but  how 
can  it  be  proved  that  the  impregnation  did  not  take  place 
from  the  opposite  side,  as  was  the  case  in  Tait's  patient  as 
well  as  in  the  case  of  several  others  on  whom  the  operation 
was  performed  ?  Both  theoretically  and  practically  the  facts 
are  all  against  the  electricians,  and  they  must  either  .prove 
their  point  or  abandon  it. 

3.  The  possibility  of  a  mistaken  diagnosis  and  the  conse- 
quent unnecessary  operation.  In  competent  hands,  even 
though  a  mistake  in  diagnosis  be  made,  the  operation  will 
not  have  been  unnecessary.     There  is  no  pelvic  tumor  which 

1  Diseases  of  Women  ami  Abdominal  Surgery,  1889. 
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exists,  and  which  gives  rise  to  siifificient  serious  symptoms  to 
ciiuse  a  dintrnosis  of  t'ctopie  gestation,  wliich  will  not  require 
treatment,  and  the  most  generally  accepted  treatment  for  all 
these  diseases  is  laparotomy  and  removal, 

4.  The  horrors  of  the  operation  to  a  patient  and  her  friends. 
This  is  incident  to  all  operations,  great  or  small,  and  cannot 
to  a  certain  extent  be  avoided,  however  much  it  is  to  be 
deplored.  I  have  never  found  a  great  amount  of  trouble  on 
this  score.  When  I  have  explained  to  the  patient  and  her 
friends  the  supposed  nature  of  her  complaint  and  pointed  out 
its  dangers  they  have  generally  been  anxious  for  the  opera- 
tion and  did  not  display  half  as  much  anxiety  over  it  as  they 
did  over  the  disease.  Electricity  itself  is  not  altogether  free 
from  this  same  objection  so  far  as  the  patient  is  concerned. 
It  is  merely  necessary,  as  a  rule,  to  tell  women  that  some- 
thing has  to  be  done,  to  frighten  them  ;  they  are  not  much 
given  to  discriminating  between  degrees  of  danger  in  opera- 
tions. An  operation  is  an  operation,  as  a  rule,  to  a  patient, 
be  it  laparotomy,  cutting  off  a  toe,  or  applying  electricity  to 
kill  something,  although  it  must  be  admitted,  as  a  general 
thing,  women  would  object  to  electricity  the  least  if  the  choice 
were  given  them. 

It  would  seem,  then,  that  the  claims  of  the  advantages  of 
the  surgical  operation  are  well  established,  and  in  the  opera- 
tion we  have  an  ideal  treatment.  Here  we  could  rest  well 
content  did  not  the  advocates  of  the  electrical  treatment  claim 
equal  advantages  for  it.  If  these  advantages  as  claimed  and 
given  above  can  be  substantiated,  it  must  be  admitted  that 
it  is  equally  ideal  with  the  surgical  procedure,  aud  the 
patient  must  in  each  case  be  given  her  choice,  after  the  ad- 
vantages of  each  have  been  imj)artially  j)laced  before  her. 
In  such  an  event,  that  she  would  in  the  majority  of  cases 
choose  the  electrical  treatment,  is  pretty  certain. 

To  these  supposed  a<lvantages  of  electricity  certain  objec- 
tions are  made  by  its  opj)onents,  and,  as  in  the  case  of  the 
surgical  treatment,  we  will  consider  these  objections  seriatun. 
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1,  The  uncertainty  of  killing;  the  ftctus, 

Coe^  reports  the  case  of  a  woman  who  was  supposed  to  be 
suffering  from  extra-uterine  pregnancy.  Her  doctor,  who 
was  a  careful  practitioner,  used  first  the  strong  galvanic  and 
then  the  faradic  current  with  the  view  of  destroying  the 
foetus.  As  a  result  of  the  application  the  patient  had  severe 
uterine  colic  and  more  or  less  shock.  After  this  treatment 
had  continued  for  two  weeks,  she  had  an  attack  of  abdom- 
inal pain  more  severe  than  before.  Coe  saw  her  at  this 
time.  During  the  following  week  she  was  reported  as  grow- 
ing worse  and  worse,  had  bcx3ome  very  feeble,  and  her  physi- 
cian feared  that  peritonitis  was  developing.  Finally  she  had 
another  attack  of  pain  with  apparent  collapse,  and  an  explo- 
ratory incision  was  made,  only  to  find  a  normal  pregnancy  of 
three  months.  The  patient  recovered  from  the  operation  and 
aborted  later.  Here  not  only  was  an  extra-uterine  pregnancy 
supposed  to  be  present  where  there  was  none,  but  the  elec- 
tricity failed  to  kill  the  foetus. 

Buckmaster'  reports  the  case  of  a  patient  who  had  fibroid 
tumors  of  the  uterus  and  who  became  normally  pregnant. 
Not  being  aware  of  the  pregnancy,  at  the  third  month  of 
gestation,  he  put  the  woman  under  chloroform  and  passed 
twenty  milliamperes  of  a  galvanic  current  for  twenty  min- 
utes ;  in  spite  of  this  the  patient  went  on  to  term  and  was 
delivered  of  a  living  child. 

Bovee'  reports  the  case  of  a  patient  who  had  formerly  been 
a  patient  of  Chadwick,  of  Boston.  Chadwick  had  diagnosed 
the  case  in  the  ninth  week  and  applied  electricity  in  the 
eleventh  week,  killing  the  ftetus  (so  he  thought).  At  th«  end 
of  five  mouths,  Bovee  delivered  a  five  months'  fetus  from  the 
vagina.  It  was  pronounced  a  five  months'  foetus  by  Billings 
and  in  Lamb  Washington,  and  later  by  Minot  in  Boston, 
who  considered   the  pregnancy  advanced  one  hundred  and 

1  American  Journal  of  Obstetrics,  January,  18'J0,  p.  95. 

2  Ibid.,  January,  1890,  p.  74. 

2  Annals  of  Gynecology,  July,  1890,  p.  5.38. 
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fifty-three  clays,  and  could  not  roooncile  this  with  the  fact 
of  the  f(otus  being  destroyed  by  electricity  in  the  eleventh 
week. 

Wylie'  records  a  case  where  electricity  had  been  used  under 
ether  several  times  and  yet  the  fetus  lived.  It  was  finally 
killed  by  injections  of  morphine  and  as  a  result  of  the  mor- 
phine treatment  the  contents  of  the  sac  underwent  suppuration 
and  the  patient  lost  her  life,  an  operation  failing  to  save  her. 

I  could  go  on  giving  a  number  of  other  failures  to  kill  the 
fcetus,  but  will  trouble  the  Society  with  but  one  more.  The 
case  has  not  yet  been  published,  but  full  details  will  soon 
be  given  the  profession.  The  woman  was  a  patient  of  Dr. 
Morris  Lewis,  of  Philadelphia,  She  was  seen  in  consulta- 
tion by  Dr.  B.  C.  Hirst  and  extra-uterine  })regnancy  diag- 
nosed. Di".  G.  l^etton  Massey  was  called  in  to  apj)ly  elec- 
tricity for  the  destruction  of  the  fcetus.  Six  treatments  were 
given,  the  galvanic  and  faradic  currents  being  used  on  alternate 
days.  jSIore  than  one  hundred  milliamperes  of  the  galvanic 
current  and  the  full  force  of  the  faradic  current  were  given 
at  each  of  the  respective  sittings.  The  three  attendants  then 
agreed  that  if  the  foetus  was  not  dead  they  could  not  kill  it. 
The  woman  went  on  from  bad  to  worse,  and  a  mouth  after- 
ward Dr.  C.  B.  Penrose  removed  a  growing  tubal  })regnancy. 

Further  comment  on  this  point  is  unnecessary.  It  is 
simply  folly  to  insist  that  electricity  is  sure  death  to  the 
fcetus  in  the  face  of  this  and  other  evidence. 

2.  The  dangers  of  delay  necessarily  incident  to  the  treat- 
ment. These  are  by  no  means  small.  Although  a  tubal 
pregnancy  moij  continue  to  grow  until  the  thirteenth  week 
or  later  without  rupturing,  yet  it  too  often  ruptures  much 
earlier.  I  assisted  Dr.  ]\rontgomery^  to  operate  on  a  patient 
to  whom  this  accident  ha])pened  in  the  fifth  or  sixth  week. 
Electricity  was  being  applied  at  this  time. 

'  American  Journal  of  Obstetrics,  vol.  xxiii.  Xn.  2,  1S90. 
»  Annals  of  Gynecology,  July,  1890,  p.  542. 
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Montgomery^  records  yet  another  case  where  tlie  rupture 
took  place  at  five  weeks. 

Eugehuann'^  records  a  case  of  the  disease  where  rupture 
took  place  earlier  than  the  fourth  week,  as  proved  by  the  size 
of  the  gestation-sac  and  the  fact  that  no  menstrual  period  had 
been  missed. 

Dr.  R.  P.  Harris'  says  he  knows  of  two  cases  where  rup- 
ture occurred  as  early  as  the  third  or  fourth  week.  They 
may  rupture  at  any  period,  no  one  can  predict  just  when. 
For  this  reason,  a  diagnosis  once  made,  or  the  disease  strongly 
suspected,  it  is  not  safe  to  adopt  a  treatment  which  avowed Iv 
must  continue  over  the  course  of  a  number  of  days,  and 
probably  a  week  or  two.  A  case  in  point  is  one  which  was 
taken  by  a  ISTew  York  physician  to  tiie  office  of  Dr.  T.  Gail- 
lard  Thomas  for  an  opinion.  Dr.  Thomas  diagnosed  extra- 
uterine pregnancy,  and  advised  delay  and  the  use  of  electricity. 
While  in  the  streets,  on  her  way  home  from  the  doctor's 
office,  the  rupture  took  place,  and  the  woman  had  a  narrow 
escape  with  her  life.  Keferring  again  to  the  cases  in  the 
hands  of  Dr.  Formad,  the  coroner's  physician  of  Philadel- 
phia, these  cases  show  the  rupture  to  have  taken  jilace  all  the 
way  from  an  early  to  a  late  period.  A  close  inspection  of 
the  literature  will  give  plenty  of  material  for  thought  in  this 
direction  for  the  most  sceptical. 

3.  The  dangers  during  the  treatment.  These  dangers  are 
strenuously  denied  by  many. 

Brothers*  reports  four  cases  where  alarming  symptoms 
supervened  during  or  immediately  after  the  treatment,  and 
there  are  many  others  in  his  list  where  a  minor  degree  of  bad 
symptoms  followed. 

Coe'  records  a  case  of  extra-uterine  pregnancy  at  the  second 

1  Annals  of  Gynecology,  July,  1890,  p.  53(5. 

2  Ibid.,  May,  1890,  p.  376. 

»  Ibid.,  March,  1890,  p.  292. 

*  American  Journal  of  Obstetrics,  vol.  xxiii.,  No.  2,  1890. 

5  Ibid.,  April,  1890. 
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month,  M'hifli  lie  had  seen  in  consnltatiou,  where  the  diagnosis 
was  confirmed  by  the  late  Dr.  Hunter;  the  faradic  current 
was  used,  the  sac  ruptured,  and  it  was  easy  to  detect  gradual 
increase  of  the  resulting  hsematocele. 

Janvrin^  reports  a  case  where  dciith  followed  the  third 
application  of  electricity,  on  account  of  rupture  of  a  vessel 
in  the  wall  of  the  sac. 

4.  The  harm  done  in  case  of  a  mistaken  diagnosis.  It  is 
contended  that  no  harm  can  possibly  be  done  in  such  an  event. 
I  have  not  had  time  to  go  over  the  records  and  look  these 
cases  up,  but  will  refer  to  one  case  reported  by  Dr.  T.  Hewson 
Bradford  (and  which  I  myself  saw),  where  electricity  was 
passed  by  Dr.  G.  Bettou  Massey  through  a  pelvic  mass  under 
a  mistaken  diagnosis.  The  case  proved  to  be  one  of  intra- 
ligamentary  cyst.  During  two  applications  she  became  so 
alarmingly  ill  that  the  treatment  was  discontinued  and  the 
knife  resorted  to  by  consent  of  all  the  physicians  concerned 
in  the  case.  I  have  at  varying  times  during  the  past  two 
years  seen  at  least  half  a  dozen  patients  after  a  single  treat- 
ment, in  tlie  hands  o\'  an  expert,  go  to  bed  and  there  remain 
for  a  week  or  more  with  an  alarming  attack  of  peritonitis. 
Everyone  who  has  had  any  amount  of  experience  with  elec- 
tricity must  have  seen  similar  cases  and  know  only  too  well 
that  harm  may  result  from  sending  a  current  of  electricity 
promiscuously  through  pelvic  growths. 

5.  The  dangers  to  the  patient  after  the  treatment  is  finished. 
Brothers^  records  two  ca.ses  (Lusk's  and  Chadwick's)  where 

suppuration  with  discharge  of  the  fptus  occurred  in  conse- 
quence of  the  use  of  electricity. 

J.  P.  Tuttle^  records  a  case  in  which  after  the  electrical 
treatment  he  delivered  a  four  months'  fetus  per  rectum. 

G.  ^I.  Tuttle*  records  a  case  of  Ix'twcen  two  and  three 

1  Transactions  Ameriean  Gynecological  Society,  1887. 

2  American  Journal  of  Obstetrics,  vol.  xxiii..  No.  2, 1890. 

*  Annals  of  Gynecology,  February,  1889. 

*  American  Journal  of  Obstetrics,  January,  1890. 
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months,  where  the  faradic  current  was  applied  daily  for  ten 
days.  He  says,  "  In  this  case  the  thorough  and  intelligent 
use  of  electricity  for  the  purpose  of  destroying  the  embryo 
was  followed  by  no  evident  amelioration  of  symptoms,  which, 
on  the  contrary,  continued  to  grow  worse  with  an  uninter- 
rupted increase  in  the  size  of  the  tumor."  In  this  case,  not 
only  was  the  danger  not  abated,  but  the  electricity  failed  to 
kill  the  product  of  conception. 

The  claims  made  by  the  electricians  that,  after  the  death  of 
the  foetus  all  trouble  is  passed,  would  seem  to  be  disj^roved  by 
these  cases,  amounting  to  about  eight  per  cent,  of  the  whole 
number  of  women  treated  and  supposed  to  be  cases  of  ectopic 
gestation.  In  addition  to  these  the  literature  is  full  of  just 
such  cases,  where  the  fretus  has  died  from  other  causes  than 
electricity.  The  after-results,  however,  of  such  cases  can 
difler  in  no  way  from  those  killed  by  electricity.  If  the 
claims  of  the  electricians  are  correct,  then  from  whatever  the 
death,  the  result  must  be  the  same,  viz.,  absorption  and 
shrinkage. 

Thompson^  records  a  case  of  extra-uterine  pregnancy  where 
death  of  the  foetus  occurred  between  the  second  and  fourth 
months.     Later,  the  fcetal  bones  were  passed  by  the  bladder. 

Goelet^  records  a  case  suffering  from  supposed  pelvic  haema- 
tocele.  A  vaginal  incision  was  made  behind  the  uterus,  and 
a  foetus  of  about  the  third  month,  in  a  state  of  decomposition, 
was  removed. 

Tuttle^  records  three  other  cases  where  the  fcjetus  had  died 
early,  and  after  varying  periods  of  continued  suffering  the  sac 
and  contents  had  to  be  removed. 

And  so  it  goes  all  through  the  literature — the  number  is 
legion.  In  addition  to  these,  Hanks*  reports  that  in  a 
series  he  has  collected,  in  four  cases  the  foetus  sloughed  into 

1  American  Journal  of  Obstetrics,  August,  1889. 

2  Ibid.,  January,  1890. 

3  Ibid. 

*  Transactions  American  Gynecological  Society,  1888,  p.  ."561. 
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the  rectum,  in  one  into  the  bladder,  and  in   four  others  into 
the  uterus. 

Brothers'  reports  a  table  of  fifty  cases  of  supposed  extra- 
uterine pregnancy  treated  by  electricity,  all  he  could  collect 
from  the  literature  (and  yet,  strant^e  to  say,  he  has  missed 
many  with  bad  or  indifferent  results,  some  of  which  are  in- 
cluded in  this  paper).  Of  these  fifty  cases  fifteen  arc  noted, 
after  periods  of  from  three  months  to  three  years,  as  still 
having  pelvic  masses,  some  of  them  as  large  as  a  goose-egg, 
a  pigeon-egg,  a  man's  fist,  etc.  Does  anyone  doubt  that  the 
time  is  coming  when  some  of  these  very  M'omen  will  have 
a  repetition  of  their  troubles  and  will  require  an  operation 
for  their  relief?  Is  this  the  kind  of  cure  of  which  the  elec- 
tricians boast. 

6.  The  doubtful  nature  of  the  disease  in  many  of  the  cases 
reported  as  treated  in  this  manner.  In  this  connection,  does 
not  the  fact  that  fifteen  cases  (out  of  the  grand  total  of  fifty) 
still  have  masses  of  considerable  size  in  their  pelves  form  pre- 
sumptive evidence  that  some  of  these  cases  were  something 
else  besides  ectopic  gestation  ?  If  tlie  difficulties  of  diagnosis 
have  not  been  overcome  by  the  surgical  men  (as  I  have  proven 
by  many  reported  cases  in  the  preceding  part  of  this  paper), 
is  it  at  all  strange  that  the  electrical  men  should  make  as 
large  a  proportion  of  mistakes  in  the  same  direction?  The 
same  gentlemen  w'ho  have  verified  the  diagnosis  in  many  ot 
the  electrical  cases,  and  on  whose  opinion  the  truth  of  the 
diagnosis  is  based,  have  been  proved  in  other  cases  to  have 
been  mistaken  when  they  made  just  as  positive  diagnoses, 
and  have  themselves  repeatedly  said  that  they  have  over  and 
over  made  the  mistake.  15y  what  reasoning  can  it  be  claimed 
that  they  are  infallible  in  just  the  cases  in  which  it  is  impos- 
sible to  verify  the  diagnosis?  Nor  is  this  presumptive 
evidence  all  there  is  against  the  electricians  on  this   point. 

1   American  Jduriial  of  01).st<'trii\-i,  vol.  xxiii.,  No.  2,  1890. 
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Wylie'  has  proved  by  post-mortem  examination  that  three 
supposed  cases  of  ectopic  gestation,  treated  by  electricity,  were 
not  such  at  all. 

In  three  more  (McBurney's,  Garrigues's,  and  Trask's)  the 
foetus  was  discharged  by  the  natural  passage,  viz.,  from  the  ute- 
rine canal  into  the  vagina,  and  from  the  vagina  into  the  world. 
Almost  to  a  certaintv  these  were  cases  of  normal  2:estation. 
It  is  not  at  all  strange  that  such  a  mistake  in  diagnosis  was 
made ;  there  are  man}'  cases  on  record  where  a  normal  preg- 
nancy had  been  overlooked,  even  after  the  sound  had  been 
repeatedly  passed.  The  case  of  Coe,  quoted  above,  in  which 
electricity  had  failed  to  relieve,  and  an  exploratory  laparotomy 
revealed  a  normal  pregnancy,  is  a  case  in  point.  Had  the 
exploration  not  been  made,  that  case  would  have  been  on 
record  to-day  as  a  case  of  interstitial  pregnancy  in  which  the 
electrical  treatment  had  forced  the  foetus  into  the  uterus ;  and 
with  exactly  as  much  ground  for  the  supposition  as  these 
three  have. 

I  cannot  review  each  of  the  reported  cases  in  detail,  but 
shall  refer  to  a  few,  and  show  how  doubtful  was  the  diagnosis 
even  as  reported.  But,  first,  let  me  call  attention  to  the  cases 
of  Cusliier  and  Harrison,  the  credit  for  the  cure  of  both  of 
which  has  been  given  to  electricity,  to  which  it  does  not 
belong. 

T.  Gaillard  Thomas  saw  the  case  of  Cushier's'  in  consulta- 
tion, and  a  diagnosis  of  ruptured  interstitial  pregnancy  was 
made.  Operation  was  thought  of,  but  was  abandoned,  partly 
on  account  of  the  condition  of  the  patient,  and  because  the 
tumor,  which  had  suddenly  appeared,  was  entirely  due  to  the 
rupture.  Cushier  at  this  point  says:  "  During  the  next  few, 
days  there  was  a  most  marked  improveiTient.  The  tympanites 
entirely  subsided,  and  pain  was  completely  controlled  .... 
the  tumor  could  now  be  felt  as  a  circumscribed  mass " 


'  Transactions  American  Gynecological  Society,  1888,  p.  391. 
2  Ibid.,  1884,  p.  167. 
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After  this,  for  fear  the  embryo  might  possibly  still  live, 
although  all  the  evidence  was  strongly  against  this,  and  the 
patient  was  fast  getting  well,  a  faradic  current  was  used,  and 
now,  forsooth,  this  is  claimed  as  an  electric  cure.  It  was 
clearly  a  case  of  spontaneous  cure. 

The  case  of  Harrison's,^  which  was  seen  by  T.  Gail  lard 
Thoma.s,  was  a  very  similar  one.  Harrison  himself  says  that 
the  foetus  was  dead  when  the  treatment  began,  and  he  pro- 
tested against  its  use.  Another  case  of  spontaneous  cure  for 
which  electricity  has  assumed  the  credit. 

Cocks^  called  T.  Gaillard  Thomas  to  see  a  woman  who  had 
last  menstruated  on  December  18,  1883.  About  the  middle 
of  January  she  began  to  sulFer  from  pain,  nausea,  and  vomit- 
ing. On  March  27th,  when  seen  by  Thomas,  a  tumor  about 
the  size  of  a  man's  fist  was  discovered  to  the  left  of  the 
uterus,  which  gave  the  sensation  of  a  tense  sac  filled  with 
fluid.  The  following  day,  or  about  three  and  a  half  months 
after  the  last  menstruation,  the  faradic  current  was  passed,  and 
continued  daily  for  eight  days,  with  no  change  either  in  the 
condition  of  the  tumor  or  the  patient.  Two  weeks  later  gal- 
vanism was  begun,  sometimes  with  and  at  other  times  without 
ether,  and  was  continued  for  eight  or  nine  days,  at  the  end  ot 
which  time  it  was  found  that  I)ut  little  change  had  taken 
place.  This  was  at  between  four  and  five  months.  On  Sep- 
tember 15th,  al)out  nine  months  after  the  beginning  of  the 
attack,  it  is  said  :  "The  pains  are  much  less  severe  in  char- 
acter, and,  though  occasionally  paroxysms  occur,  yet  they  are 
less  violent  than  formerly,  and  much  less  frequent. 
On  examination  the  tumor  is  still  found,  but  decidedly 
smaller,  less  tense,  and  less  painful  on  pressure."  From  the 
history  of  this  case  there  is  not  the  slightest  chance  of  its 
having  been  a  case  of  ectopic  gestation  ;  even  Thomas  says  : 
"  I  freely  confess  that  I  am  not  entirely  positive  about  the 
correctness  of  my  diagnosi.s,"  and  I    tliiiik  anyone  who  will 

^  Transactions  American  Gynecological  Society,  1882,  p.  230. 
'  Ibid.,  1884,  p.  172. 
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carefully  read  the  details  as  he  gives  them  will  quite  agree 
with  him  in  his  doubt. 

Lambert  and  Jones'  record  a  case  of  supposed  ectopic  ges- 
tation, and  had  T.  Gaillard  Thomas  in  consultation.  I  will 
only  remark  that  all  the  evidence  of  this  disease  being  present 
is  contained  in  an  extremely  unsatisfactory  history.  At  the 
consultation  Drs.  Thomas  and  Jones  pronounced  the  case  one 
of  ectopic  gestation,  her  attending  physician.  Dr.  Lambert,  was 
in  doubt,  and  Dr.  Fordyce  Barker  rejected  the  diagnosis  as 
made  by  the  other  two.  In  the  words  of  Thomas,  "the 
majority  ruled,"  and  the  electrical  treatment  was  instituted. 
The  woman  went  home  to  the  country  at  the  end  of  ten  days 
and  at  the  last  examination  had  still  a  pelvic  tumor  as  large 
as  a  hen's  egg.  Is  the  profession  ready  to  accept  without 
question  that  diagnosis  ?     I  think  not. 

The  two  cases  of  Allen's^  are  both  more  than  doubtful.  In 
the  first  one  the  history  of  ectopic  gestation  is  far  from  con- 
vincing, and  three  years  after  the  treatment  there  was  a  well- 
defined  tumor,  of  the  size  of  a  large  fist,  very  little  if  any  smaller 
than  before  treatment.  His  second  case  is  even  more  unsat- 
isfactory from  a  diagnostic  point  of  view,  and  the  tumor  still 
existed  of  almost  its  original  size  when  he  reported  the  case. 

In  the  case  Wilson^  reports,  he  himself  says  he  is  "  not 
satisfied  it  was  a  case  of  extra-uterine  pregnancy."  Dr. 
Howard  saw  the  patient  and  was  opposed  to  the  diagnosis. 

There  is  no  need  of  producing  any  more  evidence  on 
this  point.  Any  fair-minded,  experienced  man  who  will  go 
thoroughly  over  the  details  of  these  cases  will  soon  become 
convinced  that  a  large  number,  if  not  the  majority  of.  them, 
were  mistakes  in  diagnosis.  At  least  they  are  so  dubious 
that  they  have  no  place  in  scientific  discussion. 

After  what  has  gone  before,  it  is  needless  for  rtie  to  say 
that  I  am  strongly  in  favor  of  the  treatment  of  extra-uterine 

1  Transactions  American  Gynecological  Society,  1884,  p.  17G. 

2  American  Journal  of  Obstetrics,  1872,  p.  161. 
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preguaucy  in  its  early  stages  by  laparotomy,  whenever  and 
wherever  diagnosed  or  strongly  suspected.  When  we  care- 
fully analyze  the  cases  which  have  been  treated  by  electricity, 
eliminating  those  whicrli  are  plainly  mistakes  in  diagnosis,  or 
of  tot)  doubtful  a  nature  to  be  of  any  scientific  value,  and  then 
})lace  the  failures  and  dangers  of  the  treatment  l)y  the  side 
of  those  remaining  (or  even  by  the  side  of  the  total  number 
claimed  by  the  electricians),  the  proportion  of  disasters  is  so 
overwhelming  in  comparison  to  those  of  laparotomy,  that  to 
my  mind  but  one  conclusion  is  possible. 

In  conclusion,  I  wish  to  direct  attention  to  the  fact  that 
two  of  the  gentlemen  who  were  among  the  most  ardent 
admirers  of  the  electrical  treatment  a  year  ago  have  at  last 
given  up  their  idol.  In  1889,  Dr.  E.  E.  Montgomery^  said: 
"  Electricity  affords  an  agent  for  the  destruction  of  foetal  life, 
which  experience  discloses  can  be  relied  upon  for  the  arrest  of 
development  and  the  speedy  and  safe  cure  of  our  patients." 
In  1890,^  he  says  :  "  I  have  been  led  to  change  my  mind  by 
this  case,  and  another  in  which  Dr.  J>aldy  assisted  me.  This 
case,  with  the  last  one,  has  shaken  the  faith  I  had  in  the  use 
of  electricity." 

Dr.  George  Engelmann'  says  that  he  had  formerly  urged  the 
use  of  electricity  in  this  disease,  but  he  adds  :  "  Increased  ex- 
perience has  caused  me  to  waver,  and  a  case  recently  reported  by 
Dr.  Mooney,  of  this  city,  has  appeared  to  me  so  convincing  an 
argument  in  favor  of  immediate  operation  at  ichaicver  period 
extra-uterine  pregnancy  may  be  detected,  that  I  am  now  an 
earnest  advocate  of  surgical  interference  in  all  such  cases." 

'  Transactions  American  Association  of  Obstetricians  and  Gynecologists,  1889 
•-  Annals  of  Gynecology,  July,  1890,  p.  542. 
»  Ibid.,  May.  1S90. 


DISCUSSION  ON  EXTRA-UTERINE  PREGNANCY. 

By  Matthew  D.  Mann,  A.M.,  M.D., 
Buffalo,  N.  Y. 


It  i.s  my  purpose  to  discuss  certain  points  or  questions 
under  each  of  the  heads  to  which  this  discussion  is  limited, 
not  attempting  in  so  short  a  time  a  full  and  complete 
review  of  the  whole  subject. 

First,  as  to  pathology.  The  view  that  the  union  of  the 
male  and  female  elements  normally  takes  place  in  the  uterus 
I  set  aside  as  a  theory  which  is  not  upheld  by  certain  well- 
ascertained  facts.  Be  that  as  it  may,  in  the  condition  under 
discussion  the  union  must  take  place  in  the  tube  or  beyond, 
as  we  cannot  imagine  the  ovum  travelling  backward  after  its 
union  with  the  sperm-cell.  That  this  union  often  takes  place 
in  the  tube,  and  that  nearly  all  ectopic  pregnancies  are,  con- 
sequently, originally  tubal,  i.s  a  view  now  very  generally 
accepted,  to  which  I  otfer  no  objection. 

But  while  this  may  be  true  of  the  majority  of  the  cases, 
there  are  two  exceptions  which  may  be  made ;  one  is  abdo- 
minal, and  the  other  ovarian,  pregnancy. 

As  to  abdominal  pregnancy  the  question  is  still  sub  jadice, 
for  it  is  by  no  means^  certain,  as  is  often  claimed,  that  all  the 
cases  of  so-called  abdominal  pregnancy  have  had  their  origin 
in  the  tube,  and  have  obtained  their  position  in  the  abdomen 
proper  through  a  tubal  rupture.  The  cases  of  Muller,  of 
Bern,  and  of  Schlecteudahl,  mentioned  by  Lusk,^  may  not  be 

1  New  York  Medical  Journal,  October  10,  1889. 
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admitted  by  all  as  positive  proof,  but  they  certainly  strongly 
point  that  way.  The  cases  of  McCollora/  and  of  Currier,' 
seem  to  have  been  tubo-abdominal  previous  to  rupture. 
There  are  other  similar  cases  on  record,  all  of  which  go  to 
show  that  abdominal  pregnancy,  while  generally  tubal  in  its 
beginning,  is  not  necessarily  always  so. 

As  to  ovarian  pregnancy,  there  can  no  longer  be  any  doubt 
of  its  occurrence.  The  case  of  Patenko,  cited  by  Lusk,  is 
positive  evidence  in  itself,  but  the  case  of  Gottschalk^  shown 
to  a  society  in  Berlin,  can  leave  no  possible  doubt.  Strangely, 
this  case  has  been  entirely  overlooked  by  most  writers  on  this 
subject.  G.  describes  a  tumor,  soft,  and  as  large  as  an  orange, 
behind  the  uterus.  The  pregnancy  was  advanced  to  between 
the  third  and  fourth  weeks.  On  its  removal,  having  been 
mistaken  for  an  ovarian  cyst,  the  tumor  was  found  to  be  an 
ovary  containing  a  very  thin-walled  cyst,  in  which  there  was 
an  embryo  0.7  cm.  in  length.  Both  tubes  were  normal. 
This  leaves  no  doubt ;  nor,  I  think,  does  the  specimen  which 
I  showed  to  this  Society  in  1888  come  much  behind  it. 
Nearly  everybody  who  saw  the  specimen  was  convinced  that 
it  was  an  ovarian  pregnancy.  The  embr3'o  was  then  absent, 
but  we  have  the  testimony  of  a  very  competent  observer  that 
it  was  present  when  the  specimen  was  first  removed  from  the 
body.  Dr.  Johnstone  thought  it  was  a  dermoid  cyst.  His 
argument  was  something  like  this :  Mr.  Bland  Sutton  says 
you  may  expect  almost  anything  in  a  dermoid  cyst.  Placenta 
is  almost  anything,  and  therefore  may  be  found  in  a  dermoid. 
It  was  found  in  this  specimen,  therefore  it  is  a  dermoid. 
Now,  I  challenge  Dr.  Johnstone  to  show  when  and  M'here  a 
particle  of  placental  tissue  was  ever  found  in  a  dermoid 
tumor;  and  still  more  a  well-formed  placenta.  In  my  case 
there  were  no  traces  of  any  hair,  bones,  teeth,  skin,  or  fatty 
matter — the  "  almost  anythiugs"  usually  found  in  dermoids; 

'  New  York  Medical  Journal,  May,  1888.  *  Annals  of  Gynecology. 
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but  there  was  a  cyst  of  the  ovary,  with  fluid  liice  arauiotic 
fluid,  and  a  placenta.  I  will  not  take  your  time  to  discuss 
this  case  any  more,  but  refer  you  to  a  fuller  discussion  else- 
where.^ 

I  think,  then,  we  can  set  it  down  as  fairly  proved  that 
ovarian  pregnancy  does  exist,  at  the  same  time  admitting  that 
it  is  very  rare. 

Leaving  the  many  other  disputed  and  interesting  questions 
of  pathology,  and  granting  that  most  ectopic  pregnancies  are 
tubal  in  their  origin,  the  question  at  once  comes  up.  Can  this 
condition  be  diagnosed  ? 

Few  questions  in  gynecology  have  caused  a  more  heated 
and  personal  discussion.  One  side  claims  that  rarely  can  a 
diagnosis  be  made  with  anything  like  certainty  before  rupture 
has  taken  place.  All  sorts  of  arguments  have  been  used  to 
uj)hold  this  view,  including  ridicule  and  personalities  which 
ought  never  enter  into  a  scientific  discussion.  The  other  side 
claims  that  a  large  majority  of  cases,  even  ninety-five  per 
cent.,  can  be  diagnosed  very  early,  and  before  any  symptoms 
of  rupture  have  occurred ;  and  they  point  to  certain  signs 
and  symptoms  which  are  considered  as  making  up  a  clinical 
picture  which  cannot  be  mistaken,  and  which,  when  taken 
with  the  objective  symptoms,  leave  no  doubt  as  to  the  diag- 
nosis. 

One  side  points  to  the  experience  of  a  prominent  operator 
who  claims  to  have  had  an  immense  number  of  cases,  and 
who  has  had  but  one  opportunity  of  seeing  a  case  before 
rupture.  The  others  cite  the  experience  of  some  of  the  most 
prominent  gynecologists,  nearly  all  Americans,  who  claim  to 
have  seen  and  diagnosed  a  large  number  of  cases. 

The  matter  seems  to  me  to  stand  in  this  way  :  A  sufficient 
number  of  cases  have  now  been  seen,  in  which  an  early  diag- 
nosis was  made,  and  verified  by  operation  or  otherwise  (I  have 
collected  twelve  cases),  to  make  it  sure  that  a  certain  propor- 

1  Medical  Press  of  Western  New  York,  18S9,  p.  94. 
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tion  of  cases  can  be  correcitly  diagnosed  very  early  in  preg- 
nancy. Dr.  Sutton  will,  doubtless,  relate  to  the  Society  a 
case  recently  seen  by  him,  in  which  an  unruptured  tubal 
foetation  was  diagnosed  very  early,  and  subsequently  removed 
by  Dr.  Temple,  of  Toronto.  Another  late  example  is  that  of 
Dr.  Pratt.'  Tubal  pregnancy,  thou,  has  been,  and  therefore 
can  be,  correctly  diagnosed  before  rupture.  But  this  does  not 
alter  the  fact  that  in  a  considerable  proportion  of  cases  rup- 
ture takes  place  before  the  existence  of  pregnancy  is  even 
suspected,  and  that  the  early  diagnosis  before  signs  of  tubal 
rupture  is  rare. 

If  a  careful  study  is  made  of  those  cases  which  have  been 
reported  as  having  been  diagnosed,  operated  upon,  or  treated 
with  electricity  or  otherwise,  it  will  be  seen  that  in  a  majority 
of  instances  there  were  those  certain  symptoms  present  which 
are  now  generally  recognized  as  belonging  to  the  early  stages 
of  tubal  pregnancy.  These  symptoms  are  well  classified  by 
J.  C.  Reeve,  as  Suggestive,  Presumptive,  and  Certain.  They 
are  familiar  to  you  all. 

On  the  other  hand,  we  have  a  larger  number  of  cases  in 
which  no  such  symptoms  were  seen,  and  in  which  rupture 
and  hemorrhage  into  the  abdomen  was  the  first  thing  to  give 
evidence  of  the  existence  of  any  trouble. 

How  can  we  harmonize  these  facts,  for  facts  they  are?  I 
think  in  this  way  :  Tubal  pregnancy,  according  to  some,  gen- 
erally ruptures  before  the  fourteenth  week.  This  rupture 
may  take  ])lace  gradually  or  at  once,  and  either  into  the  ab- 
dominal cavity  or  following  the  place  of  least  resistance 
into  and  between  the  folds  of  the  broad  ligament.  If  we 
accept  the  view  that  in  all  the  cases  in  whicii  we  have  the 
symptoms  before  referred  to,  well  marked,  either  slight  partial 
rupture  into  the  abdomen,  or  else  rupture  into  the  broad  liga- 
ment has  taken  place,  and   that  tiie  pain,  collapse,  and  other 

'  Traneactions  New  Vfirk  State  Medical  Society,  1889. 
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signs  were  due  to  successive  ruptures,  wo  can  explain  much 
that  has  been  hitherto  hazy. 

The  physical  signs  generally  found  are  also,  thus,  much 
better  understood.  The  tense,  fixed,  tender  tumor  on  one 
side  of  the  uterus  can  best  be  explained  by  supposing  a  rup- 
ture into  the  broad  ligament,  and  the  same  is  true  of  the 
physical  conditions  revealed  by  the  operation  of  elytrotomy, 
in  the  few  cases  in  which  it  has  been  performed. 

In  upholding  this  view  I  do  not  wish  it  to  be  supposed 
that  I  would  apply  it  to  all  cases  in  which  a  diagnosis  has 
been  made.  The  case  of  Drs.  Sutton  and  Temple  alone 
would  upset  this  view,  for  a  diagnosis  was  made  and  an  un- 
ruptured tube  obtained  ;  but  such  cases,  I  maintain,  are  the 
exception  and  can  only  very  rarely  be  diagnosed,  the  symp- 
toms generally  being  too  poorly  defined. 

To  sum  up,  then,  this  part  of  my  argument,  I  have  tried 
to  maintain:  that  ectopic  gestation  is  generally,  though  not 
always,  primarily  in  the  tube;  that  many  cases  rupture  into 
the  abdomen  and  are  unrecognized  until  that  event  has  taken 
place ;  that  a  certain  small  number  are  diagnosed  before 
any  marked  degree  of  rupture  has  occurred,  but  that  in  the 
majority  of  instances  where  early  diagnosis  is  made,  rupture 
has  already  taken  place  into  the  folds  of  the  broad  ligaments, 
with  the  production  of  certain  symptoms  which  may  be  con- 
sidered as  pathognomonic. 

Accepting  this  view,  a  plan  of  treatment  can  be  more  easily 
agreed  upon.  When  rupture  into  the  abdomen  takes  place, 
as  shown  by  the  train  of  symptoms  which  has  so  frequently 
been  observed,  there  can  be  no  question  as  to  what  ought  to 
be  done.  The  abdomen  should  be  opened,  the  bleeding  point 
tied,  and  the  sac  and  blood  removed.  Suppose,  again,  that 
the  diagnosis  of  ovarian  or  tubal  pregnancy  is  made  before 
rupture.  In  this  ca.se  I  would  not  object  to  laparotomy,  pro- 
vided a  skilled  and  experienced  operator  and  suitable  sur- 
roundings can  be  obtained.  If,  however,  this  cannot  be  done, 
rather  than  trust  a  neophyte  \yith  so  important  an  operation, 
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or  if"  any  other  good  reason  could  be  given,  I  would  advise 
the  use  of  electricity,  having  perfect  confidence  in  its  efficacy, 
placing  it  fully  on  a  par  with  operation.  If  there  is  evi- 
dence to  think  that  rupture  has  taken  place  into  the  broad 
ligament,  then  what  shall  we  do?  I  pass  by  as  unworthy  of 
serious  consideration  the  preposterous  proposition  that  these 
cases  should  be  left  alone  in  the  interest  of  the  child.  The 
risks  of  secondary  rupture — that  is,  rupture  into  the  abdomi- 
nal cavity — are  too  great  to  warrant  any  such  treatment* 
Moreover,  the  percentage  of  successful  cases  in  which  the  child 
and  the  mother  have  both  been  saved  by  operation  at  term  is 
too  small.  Until  better  results  are  shown  than  those  thus  far 
reported  from  credible  sources,  it  would  seem  cruel  to  allow  a 
woman  to  run  such  a  risk,  for  the  sake  of  a  child  whose 
chances  for  life  are  .so  very  small  under  any  circumstances. 
If  they  are  not  to  be  left  alone,  what  then  should  be  done 
with  them  ?  Shall  we  remove  the  foetus,  sac  and  all,  or  shall 
we  attempt  its  destruction  in  situ,  leaving  to  beneficent  nature 
the  task  of  removing  it  by  gentler  and  safer  means. 

To  some,  the  mere  fact  that  a  rupture,  even  of  a  slight 
degree,  had  occurred,  would  be  an  indication  for  immediate 
operation.  To  my  mind  the  contrary  would  be  the  case,  and 
my  feeling  is  still  in  favor  of  electricity  in  these  cases.  I 
stick  to  this  plan  because  I  believe  it  to  be  the  best  one  for 
general  use  in  the  interests  both  of  the  woman  and  of  surgery. 

In  daring  to  advocate  electricity,  I  know  I  run  the  risk  of 
subjecting  ray.self  to  insult,  ridicule,  and  obloquy,  for  we 
find  in  works  which  pretend  to  decency  and  which  are  con- 
sidered as  authority  by  some,  such  sentences  as  this  :  "  There 
can  be,  there  clearly  is  from  the  statements  of  those  who 
have  tried  these  plans  (electricity,  puncture,  etc.),  neither  cer- 
tainty nor  .safety  about  them  ;  and  they  will  commend  them- 
selves only  to  such  as,  by  lack  of  courage  and  skill  to  obtain 
good  results,  have  only  bad  records  to  show  in  abdominal 
section."  (Tait,  p.  460.)  It  has,  indeed,  come  to  a  pretty 
pass  when  a  man  must  defend  himself  for  not  opening  the 
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abdomen  when  he  feels  confident  that  he  can  do  as  well  for 
his  patient  by  some  other  plan.  Must  a  man  become  a  veri- 
table Jack-the-Ripper  to  satisfy  these  thirsters  after  blood. 
Some  men  seem  to  be  so  narrow-minded  that  they  cannot 
admit  into  their  heads  an  idea  whicii  did  not  originate  very 
near  home. 

But  I  can  assure  my  possible  criti&s  that  I  am  not  afraid  to 
open  the  abdomen,  having  done  so  more  than  two  hundred 
times  ;  nor  am  I  personally  afraid  that  my  operating  will  un- 
necessarily risk  the  woman's  life,  for  I  am  willing  to  compare 
mv  results  with  anyone.  I  am  proud  to  say  that  my  last 
hundred  laparotomies — celiotomies  must  we  say? — show  only 
a  single  death  which  can  be  attributed  to  the  operation.  Nor 
do  I  advocate  electricity  because  I  am  afraid  to  try  a  new, 
and  to  rae  unfamiliar  operation ;  for  as  principal  or  assistant 
I  have  been  engaged  in  nearly  every  kind  of  operation  which 
is  done  within  the  abdomen,  some  of  them  most  desperate 
and  difficult,  including  two  for  extra-uterine  pregnancy. 

No,  Mr.  President,  it  is  not  because  I  am  afraid,  as  has 
been  so  often  insinuated  against  the  advocates  of  electricity, 
but  because  I  believe  that  in  the  long  run  the  use  of  electricity 
in  these  cases  will  save  more  women  than  any  other  plan  of 
treatment  yet  suggested. 

Before  answering  the  objections  urged  against  electricity 
let  me  state  the  exact  method  which  I  advocate,  as  sometliing 
depends  on  that. 

It  makes  but  little  difference  which  kind  of  electricity  is 
used,  as  far  as  its  fjeticidal  qualities  go,  but  in  order  to  an- 
swer certain  objections  I  would  confine  myself  to  the  faradic 
or  induced  current.  Galvano-puncture  of  the  sac  is  never  to 
be  used  under  any  circumstances,  and  has  been  used  very 
little,  if  at  all,  in  this  country. 

Also,  I  would,  with  our  present  light,  restrict  its  use  to 
the  first  four  months  of  gestation,  believing  that  after  that 
period  the  danger  of   suppuration,   rather  than   absorption, 
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is  too  great.     Also  the  current  should  be  as  strong  as  can  he 
borne. 

What  are  the  objections  ordinarily  urged  against  elec- 
tricity? 

The  tirst  is,  that  as  an  infallible  diagnosis  cannot  be  made, 
there  may  be  bad  results  from  passing  the  powerful  currents 
necessary  through  inflamed  masses,  tumors,  etc.,  for  which 
extra-uterine  pregnancy  may  be  mistaken.  This  I  deny, 
there  being  no  facts  to  substantiate  any  such  theory.  The 
faradic  current  cannot  do  harm,  even  supposing  that  a  sup- 
purating mass  exist,  nor  can  it  induce  suppuration  in  an 
inflammatory  mass  existing,  but  not  containing  pus. 

A  powerful  galvanic  current,  if  pus  is  present,  will  un- 
doubtedly do  harm,  but  not  so  the  faradic.  Dr.  JJrothers,' 
whose  valuable  paper  I  shall  quote  from  again,  says :  "  It 
has  not  been  proved  that  injury  has  been  done  by  treating 
other  tumors  than  those  of  ectopic  gestation  with  electricity." 

That  the  use  of  electricity  causes  loss  of  valuable  time 
and  thus  gives  a  chance  for  rupture  to  occur,  as  was  claimed 
in  Janvrin's  case,  I  do  not  believe.  In  my  cases,  and  in 
those  of  others,  the  shrinkage  of  the  breasts  and  the  diminu- 
tion in  the  tension  of  the  cyst  began  to  show  themselves  at 
once,  showing  the  promptness  of  the  action.  If  the  child  is 
killed  at  once,  as  I  believe  it  ought  to  be,  if  a  strong  enough 
faradic  current  is  used,  all  danger  of  rupture  is  then  over. 

Dr.  Johnston  thinks  the  electricity  may  have  a  bad,  even 
fatal,  influence  on  the  heart,  through  shock  to  the  pelvic  sym- 
pathetic. This  is  pure  theory,  and  has  absolutely  no  facts  in 
practice  to  su]>port  it. 

Another  danger  which  is  based  almost  wholly  on  theory,  is 
that  to  be  derived  from  the  continued  growth  of  the  placenta 
after  the  death  of  the  fetus.  In  ]>roth(M's's  series  of  fifty  ai.ses 
there  was  no  such  thing  noticed,  nor  has  there  ever  been,  as 

'  "  Subsequent  Behavior  of  Cases  of  Extra-uterine  Pregnancy,  treated  by 
Electricity."     American  Journal  of  Obstetrics,  vol.  xxiii.,  Ih90. 
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far  as  I  can  learn,  anything  to  support  this  idea  in  practice. 
It  is  theory,  pure  and  simple,  based  on  facts  which  have  no 
direct  relation  to  the  cases  in  point.  The  study  of  what  has 
happened  is  much  more  instructive  than  flights  of  fancy  as  to 
what  may  happen.  Has  there  ever  been  a  case  of  extra- 
uterine pregnancy  cured  by  electricity  in  which  the  placenta 
has  given  any  subsequent  trouble?  I  have  never  seen  or 
hoard  of  such  a  case,  and  must,  therefore,  remain  entirely 
sceptical  as  to  its  possibility. 

The  danger  of  suppuration  seems  to  be  more  real;  but 
careful  analyses  of  the  cases  in  which  it  has  occurred  show 
that  this  is  very  slight.  In  fifty  cases  it  has  occurred  only 
once  where  the  sac  was  not  punctured.  In  this  case  (Chad- 
wick's)  the  foetus  had  advanced  to  the  fifth  month,  past  the 
period  at  which  electricity  is  now  generally  advised. 

The  danger  of  causing  rupture  also  seems  to  be  chimerical. 

The  case  of  Janvrin,  in  which  death  occurred  after  the 
third  application,  could  not  have  been  caused  by  electricity. 
Janvrin,  himself,  did  not  credit  the  electricity  with  the  death. 
In  no  other  case  has  there  been  anything  like  symptoms  of 
ru])ture  following. 

The  objections  founded  on  remote  results  do  not,  in  the 
light  of  present  experience,  seem  to  have  any  more  weight 
than  those  to  which  I  have  already  alluded.  I  quote  from 
Brothers :  "  We  can  thus  positively  state  that  twenty-iive 
patients  (reported  cured)  have  been  heard  from  after  a  lapse 
of  from  one  to  eight  years,  and  that  when  last  seen  all  were 
reported  well.  Many  of  them  still  carried  traces  of  the 
old  trouble,  and,  while  it  would  be  unfair  to  assert  that 
these  little  masses  could  in  the  course  of  time  never  become 
troublesome,  still  the  fact  remains  that,  as  far  as  I  have  been 
able  to  discover,  they  have,  up  to  the  present,  caused  no 
inconvenience. 

Dr.  Johnstone,  says  :  "  So  much  for  the  absolnte  risks  to 
life;  but  there  is  still  another  (and  to  me  an  insuperable) 
objection  and  that  is,  the  months  and  even  years  of  invalid- 
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ism  which  this  method  must  entail."  I  protest  tliat  this 
is  not  snpporto<l  by  the  facts.  In  the  cases  that  I  have  seen 
the  recovery  has  been  remarkably  prompt  and  uneventful. 
The  patients  have  been  up  and  out  sooner  and  have  suffered 
less  than  is  possible  after  the  most  simple  laparotomy. 
There  were  no  months,  and  certainly  not  years,  of  invalidism 
and  suffering,  and  now  that  years  have  passed  since  they 
were  treated,  I  see  and  hear  nothing  of  invalidism  and  ill- 
ness. I  must  reject  all  such  allegations  based  on  such  sup- 
positions. Dr.  Brothers's  statistics  effectually  disprove  this 
statement. 

Again,  the  advocates  of  electricity  are  accused  of  advocat- 
ing an  unsurgical  procedure.  Against  this  I  enter  a  most 
solemn  protest,  xis  well  say  tiiat  a  surgeon  who  treats  a  frac- 
tured femur  with  a  splint  is  unsurgical,  because  he  does  not 
cut  down  at  once  and  wire  the  ends  of  the  bone  together.  I 
deny  the  right  of  any  man  to  call  a  method  unsurgical  which 
can  show  as  good  a  record,  all  things  taken  together,  as  elec- 
tricity in  this  condition,  and  one  as  free  from  risk  to  the  patient. 
I  am  a  surgeon,  perfectly  willing  to  cut,  when  cutting  offers 
the  best  chance  for  my  patient ;  but  I  am  unwilling  to  use  the 
knife  if  I  think  I  can  save  and  cure  her  by  what  I  consider 
to  be  a  less  hazardous  method. 

But  are  there  no  objections  to  laparotomy  ?  Unfortunately 
there  have  been  too  few  cases  as  yet  operated  on  before  rup- 
ture to  allow  of  our  making  any  very  extensive  statistics.  Of 
cases  operated  on  after  rupture  into  the  broad  ligament  there 
is  little  or  nothiufr  to  be  said.  Still  I  cannot  but  admit  that 
in  those  cases  operated  on  before  or  after  rupture — almost 
without  exception,  by  skilled  o])erators,  and  under  most 
favorable  cinunnstance — the  results  have  been  good.  Why 
then,  it  may  be  asked,  not  advocate  operation  always?  Be- 
cause, I  reply,  the  cases  are  still  few,  one  operator's  cases 
excepted,  from  which  we  may  judge,  and  because  the  results  of 
electricity  are  as  good,  if  not  better.  Again,  circumstances 
will  often  be  unfavorable.     The  skill  of  an  experienced  opera- 


MATTHEW  D.  MANN.  75 

tor  may  be  unobtainable.  Patients  have  a  great  dread  and 
horror  of  an  operation,  and  often  it  is  impossible  to  persuade 
them  to  submit  to  it. 

The  shock  and  anxiety  caused  to  friends  and  relations  are 
not  to  be  made  light  of,  and  are  often  a  real  objection,  though 
it  is  very  easy  to  make  light  of  them  in  a  discussion.  More- 
over, no  matter  by  whom  performed,  there  is  a  risk  in  a 
laparotomy  which,  in  my  belief,  should  and  can  be  avoided. 

The  uncertainty  in  the  diagnosis,  unless  urgent  symptoms 
are  present,  is  certainly  much  more  an  argument  against 
operation  than  against  electricity.  It  is  the  ultimatum, 
from  which  when  done  there  is  no  appeal,  and  which  often 
leaves,  as  its  sequel,  many  unpleasant  symptoms.  On  the 
other  hand,  if  electricity  fails  or  the  diagnosis  is  proved 
to  be  wrong,  no  harm  can  be  done  by  the  current.  As  to 
failure,  I  do  not  believe  it  possible  if  the  battery  is  properly 
used. 

From  the  cases  which  I  have  seen  and  examined,  which 
were,  to  my  mind,  undoubted  cases  of  tubal  pregnancy  with 
rupture  into  the  broad  ligament,  some  six  in  number,  I  can 
easily  imagine  that  an  operation  would  have  been  difficult  and 
dangerous,  even  in  the  hands  of  an  experienced  laparotomist. 
Those  of  us  who  are  operators  know  the  difficulties  presented 
by  an  intra-ligamentous  ovarian  cyst.  I  can  imagine  that 
an  intra-ligamentous  pregnancy  would  present  similar  diffi- 
culties. 

It  seems  to  me,  then,  in  the  light  of  what  we  know  regard- 
ing the  natural  history  of  ectopic  gestation,  and  in  the  light  of 
experience  up  to  to-day,  that  we  ought  to  advocate  and  prac- 
tise electrical  foeticide  in  most  cases  seen  during  the  first  four 
months  of  extra-uterine  gestation  and  before  symptoms  of 
rupture  into  the  abdomen  have  occurred.  For  I  think  a  lot 
of  fanciful  and  theoretical  objections  have  been  raised  which 
are  not  warranted  by  experience  or  the  facts. 

Much  has  been  made  of  a  few  mistakes,  and  cases  have 
been  distorted  and  made  to  act  as  arguments  which    ought 
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never  to  have  been  so  usctl.  What  if  somebody  lias  made 
an  error  and  mistaken  a  cyst  of  the  Fallopian  tnbe  for  a 
tubal  pregnancy  ;  is  that  an  argument  to  be  used  as  against 
the  possibility  of  ever  making  a  right  diagnosis,  in  view 
of  the  fact  that  ^ve  have  incontestable  evidence  that  other 
men  of  no  greater  experience  have  a  number  of  times  cor- 
rectly diagnosed  these  cases  ?  Are  all  the  cases  to  be  set 
aside  as  mistakes  because  one  man  has  been  falsely  accused 
of  making  a  mistake?  Certainly  such  a  judgment  would 
be  unfair  and  would  not  be  treating  the  matter  with  the 
true  scientific  spirit.  Just  as  well  say  that  because  our 
very  best  diagnosticians  have  mistaken  a  pleurisy  for  a 
pneumonia,  that  all  diagnoses  of  pneumonia  are  failures, 
and  that  in  view  of  the  abundant  testimony  of  the  dead- 
house. 

It  is  objected  by  Dr.  Baldy^  that  the  advocates  of  the 
early  diagnosis  and  electrical  treatment  are  drawn  from  the 
ranks  of  those  who  acknowledge  that  they  have  only  such 
knowledge  as  tiicy  obtain  from  literature.  But  how  can  Dr. 
Baldy  explain  the  cases  in  which  it  has  been  claimed  that  a 
diagnosis  was  made,  the  symptoms  being  })resent,  and  in 
which  the  patient  has  promptly  and  perfectly  recovered  after 
electricity?  We  know  of  no  other  condition  which  will  yield 
so  promptly  to  the  faradic  current.  Ovarian  tumors,  inflam- 
matory swellings,  and  pus  tubes,  unfortunately,  will  not  dis- 
appear so  easily.  If  these  cases  are  not  extra-uterine  preg- 
nancy, I  demand  some  reasonable  explanation  of  what  they 
are. 

So  to  sum  up  the  whole  matter  :  one  party  says,  We  can 
never  be  sure  of  our  diagnosis,  so  we  always  cut  down  to  see. 
The  other  side  says.  We  can  generally  be  morally  sure  of  our 
diagnosis  and  generally  cure  the  patient  witiiout  cutting  ;  and 
so  it  stands.     Which  is  riglit  ?     Which  is  the  better  plan  ? 

'  "  The  Early  Diagnosis  of  Extra-uterine  Pregnancy.'" 
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Regarding  the  so-called  primary  objection,  that  is,  opera- 
tion at  or  near  term  on  a  living  child,  I  have  little  to  say. 
The  only  case  I  have  seen  had  a  melancholy  termination, 
I  waited  for  the  death  of  the  child,  and  waited  too  long  after- 
ward. Perhaps  the  metliods  will  be  so  perfected  in  the  futnre 
that  operation  at  term  will  become  the  accepted  method.  At 
present,  all  I  can  say  to  anyone  having  a  case  is  :  Use  yonr 
best  judgment  according  to  our  present  light. 


GENERAL  DISCUSSION. 

Dr.  a.  J.  C.  Skene,  of  Brooklyn. — With  reference  to  the 
question  of  diagnosis.  I  think  you  will  all  admit  that  it  is  highly 
important  that  the  diagnosis  should  be  made  with  all  possible 
certainty  both  by  those  who  believe  in  the  treatment  by  electricity^ 
as  well  as  those  who  believe  that  laparotomy  is  the  only  treat- 
ment. Surely  patients  with  an  extra-uterine  pregnancy  are  in  a 
safer  position  when  their  condition  is  known  to  someone,  so  that 
when  they  are  in  extremis  they  can  be  attended  to  ;  in  other  words^ 
it  is  highly  essential  and  important  that  we  should  make  a  diag- 
nosis. Now,  so  much  has  been  said  about  the  difficulty  of  making 
a  diagnosis  that  one  hesitates  a  little  to  express  one's  opinion 
strongly  on  the  subject,  and  yet  I  am  inclined  to  do  so.  I  believe 
that  extra-uterine  pregnancy  is  as  easy  of  diagnosis  as  any  known 
affection  of  the  pelvic  organs  of  women.  With  complicated  cases 
like  the  one  rej)orted  by  Dr.  Jewett,  in  which  the  anatomy  of  the 
pelvic  organs  is  all  changed  by  a  former  peritonitis,  it  is  difficult ; 
but  so  it  is  in  any  part  of  the  body  under  like  conditions.  Com- 
plications render  diagnosis  more  difficult,  it  is  true ;  but  in  an 
uncomplicated  case  of  ectopic  gestation  I  hold  that,  with  due  care 
in  noting  the  history  of  the  case  and  its  peculiar  characteristics, 
and  the  physical  signs,  the  diagnosis  can  be  made  as  positively  as 
anything  else — as  pyosalpinx  or  ovarian  cyst,  for  example.  There 
may  be  a  shadow  of  doubt  in  the  minds  of  the  best  diagnosticians, 
but  is  not  that  so  in  any  diagnosis  ? 
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It  is  of  the  greatest  importance,  then,  that  we  should  make  a 
diagnosis,  which  we  can  do  if  we  will  take  the  time  and  trouble. 
It  is  very  true  that  some  patients  do  not  apply  to  the  physician 
until  rupture  occurs,  and  then  a  diagnosis  is  only  made  after 
laparotomy.  "We  complain  that  sometimes  patients  with  cancer 
of  the  uterus  come  to  us  too  late  for  us  to  do  anything,  that  the 
diagnosis  is  not  made  in  time  for  us  to  institute  the  proper  treat" 
ment ;  so  it  is  with  extra-uterine  pregnancy,  but  these  are  excep- 
tions, and  not  evidence  against  the  possibility  of  making  a  diag- 
nosis. 

It  would  be  folly  for  me  to  go  over  the  ground  in  regard  to  the 
methods  and  means  of  diagnosis,  with  which  you  are  all  familiar 
but  there  is  one  condition  that  very  closely  simulates  tubal  ges- 
tation, and  that  is,  pregnancy  in  one  horn  of  the  uterus  bicornis. 
I  have  seen  such  a  condition,  which  first  came  under  observation 
for  dysmenorrhoea.  I  may  say  that  while  there  was  a  uterus 
bicornis,  the  patient  came  very  near  having  a  uterus  unicornis, 
for  the  develo])ment  of  one  horn  fell  far  short  of  the  other,  I 
believe  that  menstruation  was  from  the  right  horn.  I  treated  her 
for  disease  of  the  right  side  and  she  recovered.  She  subsequently 
became  pregnant,  and  came  back  to  me  with  a  history  of  amenor- 
rhoea.  I  made  an  examination,  and  made  up  my  mind  at  once 
that  it  was  a  case  of  pregnancy  in  one  horn  of  her  uterus,  but  if 
I  had  not  seen  her  before  and  known  all  about  her  case,  I  would 
have  said  positively  that  it  was  a  case  of  tubal  pregnancy.  The 
sac  was  soft,  fluctuating,  and  movable,  lay  in  the  region  of  the 
right  tube,  and  looked  and  appeared  on  examination  exactly  like 
a  tubal  pregnancy.  Excluding  then,  this  one  condition,  I  know 
of  nothing  else  which  we  cannot  differentiate  with  as  much  cer- 
tainty as  in  any  other  diagnosis. 

That  is  all  I  have  to  say  about  the  question  of  diagnosis,  ex- 
cept that  I  do  not  believe  that  any  of  the  mistakes  which  have 
been  recorded  prove  anything.  They  always  will  be  made  occa- 
sionally ;  first,  by  those  who  are  not  good  diagnosticians,  and  also 
in  complicated  ca-ses,  but  as  a  rule  the  diagnosis  can  be  made. 

Just  a  word  about  the  question  of  treatment,  not  that  I  pro- 
pose to  take  one  side  or  the  other  (for  I  think  the  house  is  pretty 
well  divided,  as  I  can  understand  it,  into  those  who  do  and  those 
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who  do  not  believe  iu  the  use  of  electricity),  although  I  may- 
betray  myself  before  1  have  said  much. 

In  reference  to  the  question  of  electricity.  I  regret  that  a 
question  of  so  much  importance  as  this  should  have  been  discussed 
as  it  has.  I  think  there  has  been  too  much  positive  statement  on 
both  sides.  In  Dr.  Baldy's  paper  reference  was  made  to  the 
boasting  of  the  electricians.  Now,  if  I  am  correct  in  my  observa- 
tions, I  think  the  boasting  has  been  quite  as  much  on  one  side  as 
the  other.  At  any  rate,  what  I  regret  (I  hope  it  will  stop  for  al 
time)  is  this  merciless  condemnation  one  of  the  other.  This  de 
daring  positively  that  electricity  is  nonsense  and  that  it  is  criminal 
to  use  it,  and  that  it  is  fraught  with  all  sorts  of  dangers,  and 
should  be  condemned  to  all  eternity — is  all  wrong ;  that  is  not 
the  true  sort  of  scientific  discussion,  and  never  leads  to  any  proper 
conclusions.  Such  discussions  remind  me  of  disputes  among 
schoolboys,  where  I  have  noticed  that  almost  always  the  boy  who 
has  talked  the  most,  and  called  his  opponent  the  ugliest  names, 
is  the  one  that  got  beaten.  Now  if  that  rule  obtains  among  older 
boys  the  laparotomists  are  going  to  be  beaten  by  the  electricians. 
One  more  point  in  reference  to  electricity — I  have  yet  to  hear 
anything  that  is  at  all  evidence  that  electricity  is  specially  dan- 
gerous. Now,  if  you  see  a  case  why  not  use  it,  and  supposing  it 
does  not  succeed,  why  can  you  not  open  the  abdomen  and  remove 
the  diseased  portions?  That  is  the  great  argument  in  favor  of 
trying  electricity,  that  it  does  not  render  the  case  one  particle  less 
amenable  to  surgical  treatment  by  operation  than  if  you  had  not 
used  it  at  all,  so  it  has  the  great  advantage  of  being  safe. 

Have  you  noticed  how  often  to-day  the  expression  "  competent 
hands,"  has  been  brought  before  you — laparotomy  in  "competent 
hands  ?"  Now  how  many  cases  of  laparotomy  happen  to  fall  into 
"competent  hands"  just  at  the  moment  when  it  is  necessary  to 
operate?  These  are  emergency  cases,  and  many  must  falT  into 
inexperienced  hands,  and  I  believe  that  when  you  get  the  histo- 
ries of  all  the  cases  that  have  been  operated  upon  by  non- com- 
petent hands,  you  will  perhaps  hesitate  a  little  more  about 
condemning  electricity.  But  I  simply  want  to  throw  out  these 
suggestions  in  the  hope  that  neither  side  will  be  so  absolutely 
positive  and  certain  as  they  seem  to  be  at  the  present  time.     We 
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can  well  afford  to  wait  for  more  facts  before  settling  down  to  fixed 
opinions. 

Dr.  W.  W.  Jaggard,  of  Chicago. — We  liave  all  read  with 
great  interest  Dr.  Johnstone's  researches  into  the  auatoniv  of 
the  mucous  membrane  of  the  uterus  during  menstruation. 
Unfortunately,  up  to  the  present  time,  his  remarkable  views  have 
not  been  corroborated  by  any  reliable  observer.  This  Society 
would  do  well  to  appoint  a  small  committee  to  prosecute  research 
in  this  direction.  Certainly  Dr.  Johnstone's  views  as  to  the  sper- 
matozoids  determining  the  site  of  the  placenta  are  most  extraordi- 
nary. It  seems  a  little  far-fetched,  however,  to  bring  in  the 
cessation  of  the  influence  of  the  spermatozoids  as  the  determining 
cause  of  labor ;  that  is  carrying  the  action  of  a  living  ferment  a 
little  too  far,  even  for  transcendentalists. 

It  is  useless  to  discuss  matters  of  fact.  The  occurrence  of  ova- 
rian pregnancy  has  been  definitively  established.  Werth  has 
established  the  anatomical  diagnosis  of  ovarian  pregnancy.  Ova- 
rian pregnancy  does  occur.  I  saw  the  specimen  that  Dr.  Mann 
presented  at  the  meeting  of  the  Societj'  in  Washington  two  years 
ago.  I  think  it  is  useless  to  discuss  that  case,  as  no  exact  micro- 
scopical examination  was  made  to  demonstrate  the  presence  of 
decidua  and  villi ;  I  thought  it  looked  like  a  tubal  pregnancy 
and  not  like  a  dermoid  cy.st.  Many  cases  of  htemato-salpinx  are 
really  cases  of  tubal  pregnancy.  Kellar's  paper  is  of  interest  in 
this  connection.  I  have  removed  the  tubes  in  two  cases  of  hemato- 
salpinx in  which  I  suspected  tubal  pregnancy. 

The  natural  history  of  tubal  pregnancy  is  very  complicated. 
We  can  recognize  at  leiist  three  terminations:  1.  death  of  the 
ovum  before  rupture  ;  2.  rupture  between  the  eighth  and  twelfth 
weeks;  3.  persistence  until  terra.  When  the  tube  does  rupture, 
there  are  a  number  of  sub-terminations,  viz:  1.  It  may  rupture 
into  the  broad  ligament,  with  formation  of  hicmatoma  of  the 
broad  ligament,  or  terminate  in  an  extra-peritoneal  pregnancy. 
2.  After  rupture  the  ovum  may  remain  in  situ,  and  plug,  acting 
as  a  spontaneous  tampon.  3.  It  may  ru])ture  with  formation  of 
retro-uterine  hjematocele.  4.  Rupture  into  the  peritoneal  cavity 
with  free  intra-peritoneal  hemorrhage,  and  death  primarily  from 
anjemia,  or   secondarily   from  peritonitis.     All  but  the  hist  are 
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relatively  favorable  terminations,  and  the  rule  is,  ruptured  tubal 
pregnancy  terminates  in  recovery. 

I  was  very  much  pleased  with  the  admirable  remarks  of  Dr. 
Skene,  and  I  fully  agree  with  him  that  the  diagnosis  of  uncompli- 
cated extra-uterine  pregnancy  is  easy.     Usually  there  are  symp- 
toms enough  to  attract  the  patient's  attention  ;  and  often  there  is 
an  opportunity  presented  for  diagnosis.     About  eight  weeks  ago 
I  saw,  in  consultation  with  Dr.  Henry  AV.   Banga,  of  Chicago, 
a  typical  case  of  tubal  pregnancy  before  rupture,  which  we  diag- 
nosed before  rupture  and  operated  upon,  removing  the  tube  and 
ovum,  the  woman  recovering.     The  diagnostic  points  were :  1.  A 
slight  bluish  discoloration  of  the  anterior  vaginal  wall  imme- 
diately below  the  meatus  urinatus.     2.  Softening  and  compres- 
sibility of  the  lower  uterine  segment  (Hegar's  sign).     This  was 
made  out,  the  woman  being  under  ether,  by  putting  two  fingers 
on  the  abdominal  wall  and  one  in  the  vagina,  and  approximating 
the  fingers.     3.  The  uterus  was  displaced  from  the  median  line 
to  the  left,  retrofiexed,  enlarged,  and  of  a  peculiar  soft,  doughy 
consistence — one  of  the  most  reliable  signs  of  early  pregnancy. 
To  the  right  of  the  median  line,  a  well-marked,  lemon-shaped, 
slightly-mobile,  soft,  non-fluctuating  tumor  that  resembled  in 
some  degree  a  small  ovarian  cyst.     (I  do  not  think  the  tumor 
was  any  larger  than  a  good-sized  lemon.)     These,  in  brief,  were 
the  objective  phenomena  on  which  the  diagnosis  of  extra-uterine 
pregnancy  was  based.     There  were  symptoms  of  amenorrhcea 
existing  for  over  six  weeks,  and  pains  referred  to  the  pelvis. 
Two  weeks  before  I  saw  the  case  there  was  slight  hemorrhage ; 
there  was  no  exfoliation  of  the  mucous  membrane  or  of  decidua. 
Dr.  Banga  operated  two  days  after  the   diagnosis  was   agreed 
upon. 

In  connection  with  this  case,  which  will  be  reported  more  fully, 
there  are  a  number  of  points  of  interest  in  regard  to  diagnosis. 
In  the  first  place,  the  woman  was  a  Jewess,  and  among  Jews 
extra-uterine  pregnancy  is  very  uncommon.  She  was  a  multi- 
para, having  had  three  children.  Two  children  were  born  at 
regular  intervals  of  about  two  years ;  then  an  interval  of  about 
three  years  elapsed  before  the  next  pregnancy.  This  pregnancy 
was  the  right  tube.     All  these  tacts  are  of  interest  in  the  matter 
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of  diairiiosis,  and  the  typical  history  of  extra-uterine  pregnancy 
is  that  it  occurs  in  old  multipara  after  a  long  interval  between 
pregnancies,  or  in  primiparse  avIio  have  been  sterile  for  a  long 
period. 

The  evidence  is  conclusive  in  favor  of  laparotomy  in  cases  in 
which  the  diagnosis  is  made  before  rupture.  I  have  noticed  with 
some  surprise  that  no  allusion  whatever  has  been  made  to  Dr. 
Veit's  paper  on  the  "  Diagnosis  and  Treatment  of  Early  Tubal 
Pregnancy."  He  has  had  some  seven  cases,  in  which  diagnosis 
was  made  before  rupture,  in  which  the  operation  was  performed, 
and  all  recovered — a  better  result  than  has  been  achieved  by  any 
other  mode  of  treatment. 

There  are  at  least  two  objections  to  the  use  of  electricity:  1. 
The  danger  of  rupture  of  the  sac.  More  than  one  hundred 
years  ago  it  was  proposed  to  put  one  hand  in  the  vagina  and  one 
over  the  belly,  and  bring  the  hands  together,  causing  the  sac  to 
rupture.  I  think  that  is  the  usual  effect  when  strong  faradic 
currents  are  used.  2.  The  uncertainty  in  diagnosis.  In  none  of 
the  cases  can  it  be  made  with  absolute  certainty,  and  this  un- 
certainty is  very  harmful.  3.  After  the  eighth  week  it  is  hope- 
less to  expect  the  absorption  of  the  foetus  or  placenta. 

Just  a  word  as  regards  treatment  after  rupture.  The  universal 
proposition  that  every  case  of  ruptured  tubal  pregnancy  is  an 
indication  for  laparotomy  cannot  be  maintained.  The  natural 
history  of  the  condition  shows  that  ruptured  tubal  pregnancy  in 
the  majority  of  cases  terminates  in  recovery,  and  it  is  the  excep- 
tional cases  that  perish  from  free  intra-peritoneal  hemorrhage 
or  peritonitis.  In  such  cases  the  indication  for  the  performance 
of  laparotomy  is  perfectly  clear.  In  the  event  of  hioniatoma 
of  the  broad  ligament,  broad-ligament  pregnancy,  rupture  of 
the  tube,  with  the  clot  acting  as  a  tampon,  or  in  hematocele,  the 
indication  is  clearly  against  laparotomy,  and  in  favor  of  pallia- 
tive measures. 

When  gentlemen  report  cases  of  extra-uterine  pregnancy, 
operated  upon  or  seen  after  death,  it  seems  to  me  that  they  are 
placed  under  a  formal  obligation  to  give  an  exact  anatomical 
diagnosis.  To  say  that  certain  bystanders  thought  the  object 
inspected   was  the  product   of  conception   is   insufficient.      To 
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prove  the  fact  portions  of  placental  villi,  decidua,  or  foetus  must 
be  demonstrated. 

Dr.  H.  p.  C.  Wilson,  of  Baltimore. — We  have  been  very  much 
interested  this  morning  by  these  papers,  all  of  which  are  very 
able.  I  am  glad  Dr.  Skene,  who  always  does  everything  so  much 
better  than  I  can  do  it,  has  made  my  speech  for  me,  for  I  am  sure 
that  I  could  not  have  made  it  one-tenth  as  well  as  he.  I  agree 
with  every  word  he  uttered,  and  his  views  are  exactly  my  views 
on  this  subject. 

I  shall  not  say  anything  in  regard  to  the  pathology  of  this  dis- 
ease. I  believe,  as  I  think  we  all  believe,  that  extra-uterine 
pregnancy  is  frequent.  I  believe,  as  much  as  I  believe  anything, 
that  ovarian  pregnancy  occurs  very  rarely,  though  sometimes  an 
ovum  does  become  fecundated,  and  is  dropped  from  the  infundi- 
bulum  into  the  abdominal  cavity.  I  believe  that  we  have  all 
met  with  those  conditions,  but  I  shall  not  detain  you  upon  that 
point  of  the  discussion. 

I  have  a  few  words  to  say  as  to  the  treatment.  I  am  not  an 
electrical  man,  nor  am  I  a  surgical  man  on  this  subject ;  I  am 
both,  sir.  I  know  that  we  can  make  as  accurate  a  diagnosis  of 
this  trouble  as  we  can  make  of  any  other  which  we  are  called 
upon  to  diagnose.  I  believe  that  if  we  diagnose  an  ectopic  preg- 
nancy in  its  early  stages  electricity  is  the  agent  to  be  used. 

I  will  not  say  with  my  friend  Dr.  Mann,  whose  paper  I  enjoyed 
so  much,  that  the  time  should  be  extended  to  four  months,  but  I 
believe  that  if  we  diagnose  an  ectopic  pregnancy  before'  three 
mouths  we  can  destroy  it  by  electricity.  I  know  that  I  have  de- 
stroyed ectopic  pregnancies  in  these  early  stages.  And  if  we  fail 
in  destroying  the  foetus  in  its  early  stage,  and  the  symptoms  go 
on,  we  have  surgery  left  to  us.  I  believe  as  much  in  surgical 
mterference  as  in  the  electrical  method,  and  if  I  did  not  destroy 
the  foetus  before  the  third  month,  I  would  most  certainly  operate 
after  three  months  and  remove  it.  But  usually  in  the  early 
stages  of  ectopic  pregnancy  the  women  are  in  good  health.  They 
may  have  attacks  of  pain,  and  call  you  up  at  night  to  relieve 
violent  pain,  and  sometimes  you  will  hardly  get  an  opportunity 
to  make  your  diagnosis.  They  go  on  then  very  comfortably  for 
some  time,  and  they  cannot  believe  that  such  a  serious  thing  as 
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cutting  into  the  abdomen  is  necessary,  so  that  they  will  hardly 
ever  let  you  operate.  You  may  in  the  case  of  hospital  patients 
operate  in  the  beginning,  but  in  the  better  class,  with  their 
husbands  and  friends  around  them,  you  will  not  be  able,  as  a 
rule,  to  induce  them  to  allow  their  bellies  to  be  opened  for  an 
ectopic  pregnancy.  In  these  cases  I  would  most  certainly  use 
electricity.  If  the  case  went  on  beyond  three  months  I  would 
cut  and  remove  the  foetus. 

Another  thing,  Mr.  President,  is  to  be  considered  in  reference 
to  electricity.  As  Dr.  Skene  remarked,  a  great  deal  has  been 
said  about  "  competent  hands."  Now,  how  few  cases  of  ectopic 
pregnancy  fall  into  the  hands  of  men  who  are  prepared  to  do 
laparotomy  !  There  was  a  great  deal  said  in  Dr.  Baldy's  paper 
about  the  damage  done  by  electricity.  I  have  used  it  exten- 
sively in  my  practice,  and  I  have  never  seen  any  patient  injured 
by  its  use.  I  think  that  in  the  hands  of  those  who  have  studied 
the  subject  and  use  it  properly,  it  is  as  safe  a  remedy  as  any  that 
can  be  employed.  I  cannot  see  the  slightest  objection  in  a  case 
of  ectopic  pregnancy,  diagnosed  early,  why  we  should  not  use 
electricity,  and  when  it  fails  perform  laparotomy. 

Dr.  Howard  A.  Kelly,  of  Baltimore. — I  have  been  very  much 
interested  in  this  discussion,  and  especially  glad  to  note  that 
although  the  factions  still  differ  in  many  particulars  they  are  so 
much  in  accord.  The  discussion  has,  it  is  true,  been  sharp,  but 
it  has  lost  the  bitterness  of  a  few  years  ago. 

History :  It  is  of  interest  to  glance  back  to  some  of  the  early 
records  and  note  how  this  discussion  has  come  to  us  as  a  heritage 
of  more  than  a  hundred  years.  I  hold  here  a  pamphlet  which 
I  recently  prepared  for  a  discussion  on  this  subject  before  the 
Baltimore  Gynecological  and  Obstetrical  Society.  This  contains 
an  electrotyi)e  taken  from  Mauriceau's  case,  occurring  in  the 
year  1669.  His  quaint  record  in  Latin  runs  as  follows  :  "  Hisfonj 
of  a  women  in  whose  abdomen  there  xvas  found  after  death  a  tiviall 
fcetus  about  two  and  a  half  inches  long,  together  with  a  great 
quantity  of  coagulated  blood.  The  history  of  this  case  dcMrves  to 
be  carefully  examined  into  to  decide  whether  thefmtus  {as  believed 
by  many)  was  generated  in  the  ejaculatory  vessel,  called  the  tube 
of  the  womb." 
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"On  the  6th  of  January,  1669,  in  the  village  of  Corrari,  I  saw 
in  the  hands  of  a  chirurgus,  called   Benedict  Vassal,  a  uterus, 


the  picture  of  which  is  shown,  which  the  same  chirurgus  had  a 
short  time  before  removed  from  the  body  of  a  woman  aged  thirty- 
two,  who  died  after  three  whole  days  of  torture  with  the  most 
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agonizing  pains  in  the  stomach,  through  which  she  had  fallen 
into  frequent  spells  and  the  most  violent  convulsions." 

Mauriceau  goes  on  to  state  that  he  is  very  much  opposed  to 
this  being  mistaken  for  a  tubal  pregnancy,  which,  indeed,  it  was 
not.  "  Many  have  broui^ht  forward  this  case  to  prove  to  us  that 
the  testes  (ovaries)  of  women  are  full  of  little  ova  which,  at  the 
moment  of  coitus,  freeing  themselves  and  emerging  from  the 
body  proper  of  the  testes  (ovaries)  are  borne  into  tlie  uterus 
through  the  tube  afterward  to  serve  for  the  generation  of  the 
foetus ;  and  one  of  those  so-called  ova  had  by  chance  remained 
in  the  tube  of  this  woman,  instead  of  passing  forward  into  the 
uterus,  and  that  this  was  the  cause  of  her  death.  Regnus  Graaf, 
who  discovered  the  Graafian  follicle,  among  others  holds  this 
opinion,  for  the  confirmation  of  which  he  brings  forward  the 
figure  of  this  uterus  which  he  painted  from  this  case,  which  the 
chirurgus,  of  whom  I  have  spoken,  had  already  given  to  the 
public  (as  one  finds  it  on  the  360th  page  of  his  book  On  the 
Generative  Organs  of  Women),  but  anyone  who  will  carefully 
and  without  prejudice  examine  the  following  figure,  which  is 
most  faithful  and  faultless,  and  at  the  same  time  examine  into 
our  reasons,  will  find  that  we  have  given  another  demonstration, 
and  that  we  believe  that  to  be  the  true  explanation."  Mauriceau 
considered  the  case  to  be  one  of  a  hernia  from  the  corpus  uteri. 
It  is  really,  however,  a  pregnancy  in  the  rudimentary  cornu  uteri, 
as  demonstrated  by  the  neck  and  the  bridge  of  tissue  between 
tlie  f(Btal  sac  and  the  uterus.  That  it  is  not  a  simple  tubal 
pregnancy  is  shown  by  the  presence  of  the  round  ligament  dis- 
placed outward. 

Aside  from  the  work  of  Mauriceau  I  would  like  to  call  atten- 
tion to  other  excellent  work  done  in  the  last  century  in  this  field  ; 
here,  for  example,  is  a  plate  which  I  have  reproduced  from  the 
work  of  Deutsch,  published  in  Halle  in  1792,  containing  a  series 
of  beautiful  life-size  copper-plates  of  an  abdominal  extra-uterine 
pregnancy.  The  foetus  is  seen  lying  outside  the  belly  of  the 
mother,  still  attached  to  the  placenta  by  the  cord. 

As  to  the  different  kinds  of  extra-uterine  pregnancy,  I  think, 
Mr.  President,  it  is  important  for  each  man  to  state  his  belief. 


^  Discussiox.  87 

Interstitial,  tubal,  and  ovarian  have  been  clearly  demonstrated, 
while  tubo-ovarian  and  primary  abdominal  remain  to  be  proved. 
Ovarian  pregnancy  has  been  proved  beyond  doubt  or  cavil.  Let 
any  man  inclined  to  doubt  study  the  cases  of  Si)eigelberg,  Leo- 
pold, Gottschalk  (in  the  Centralblatt,  1886),  and  Patenko.  The 
tubal  may  be  topographically  divided  into  interstitial,  isthraial, 
isthmio-ampullar,  and  ampullar,  according  as  it  is  situated  at  the 
uterine,  inner,  middle,  or  outer  end  of  the  tube. 

It  is  very  important  to  be  thoroughly  familiar  with  the  critique 
of  ovarian  pregnancy.  To  establish  it,  in  the  first  place,  there 
must  be  an  extra-uterine  fatal  sac,  the  tube  of  that  side  remain- 
ing intact ;  the  sac  must  hold  somewhat  the  same  relations  to  the 
uterus  as  the  normal  ovary.  Most  important  is  it  to  see  that  on 
the  iuner  side  of  the  sac  there  exists  a  short  ligament,  connecting 
the  sac  with  the  uterus ;  this  is  the  ovarian  ligament.  The  rela- 
tion of  the  ovarian  ligament  to  the  sac  in  an  ovarian  pregnancy 
is  as  important  in  the  establishment  of  the  fact  as  is  the  outward 
displacement  of  the  round  ligament  in  the  establishment  of  an 
interstitial  pregnancy. 

In  the  case  of  a  woman  who  had  gone  five  months  beyond 
term  with  a  tubal  pregnancy,  and  was  operated  upon  by  Dr. 
Robb,  Dr.  Welch  found  ovarian  tissue  in  the  walls  of  the  sac. 
The  case  was  proved  to  be  an  unruptured  tubal  pregnancy.  It 
is  certain,  therefore,  that  the  presence  of  the  ovarian  tissue  in  the 
walls  of  the  sac  is  not  alone  conclusive  evidence  as  to  the  fact  of 
ovarian  pregnancy. 

Let  me  here  correct  an  historical  error  which  has  gained  con- 
siderable prevalence.  The  discoverer  of  the  interstitial  form  of 
extra-uterine  pregnancy  was  not  Breschet,^  but  Schmidt,'  in 
1801. 

Diagnosis :  This  is  most  important  and  interesting.  First 
of  all,  I  have  been  much  amused  for  some  years  in  watching  the 
manner  in  which  the  men  who  oppose  the  possibility  of  making 
a  diagnosis,  have,  like  clever  swordsmen,  shifted  their  ground. 
It  was  originally  asserted,  in  broad  terms,  that  a  d'larjnosis  of  extra- 
uterine pregnancy  could  not  he  made,  and  that  the  condition  was 

'  Mem.  sur  une  nouvelle  espuce  de  Gros.  extra-utSrine.     Paris,  1826. 
»  Beob.  der  k.  k.  Med.-Chir.  Jos.  Akad.,  Wien,  1801. 
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only  found  by  chance  at  the  operation.  So  many  diagnoses 
have  been  so  clearly  made,  in  cases  in  which  rupture  has  oc- 
curred before  the  operation,  that  the  opponents  of  the  possibility 
of  diagnosis  have  shifted  about  and  taken  the  new  stand  that  no 
man  can  diagnose  a  case  before  rupture.  But  they  have  been 
routed  even  from  this  last  foothold.  It  is  true,  we  see  rela- 
tively few  cases  before  rupture,  but  my  own  simple  case,  long 
since  quoted  and  now  historical,  upsets  all  negative  assertions. 
It  was  as  follows— and  Dr.  Robb,  who  was  invited  to  "  attend 
an  operation  for  an  unruptured  tubal  pregnancy,"  is  here  to-day 
and  will  corroborate  my  statement : 

The  woman  had  been  married  three  years,  and  had  had  one 
child  and  one  premature  stillbirth.  She  applied  to  me  early  in 
December,  1885,  when  she  stated  that  her  monthly  sickness  had 
been  regular  up  to  July ;  from  July  until  the  middle  of  Novem- 
ber she  had  not  menstruated.  Menstruation  came  on  in  the 
middle  of  November,  with  a  discharge  of  something  "  like  a 
piece  of  flesh."  In  October  she  noticed  a  lump  on  the  right 
side,  low  down,  which  pained  her  severely;  the  pain  remained 
constant  until  the  flow  came  on,  when  she  was  relieved. 

I  found  a  slight  amount  of  milk  in  the  withered  breasts,  and  a 
little  wax  on  the  nipples,  and  discovered  a  smooth,  tense,  elongated 
tumor,  anterior  to  the  cervix,  the  latter  being  displaced  far  back 
in  the  sacral  hollow.  The  tumor  was  easily  felt  covering  the  whole 
extent  of  the  anterior  vaginal  wall,  ovoid  and  moderately  mov- 
able—extending above,  half  way  to  the  umbilicus.  It  had  a 
peculiar  tense,  fluctuant  feeling.  The  uterus  was  small  and 
anteflexed,  but  retroposed,  reclining  in  the  hollow  of  the  sacrum. 
At  her  next  visit  she  thought  that  she  must  be  pregnant,  as 
she  had  felt  slight  movements.  I  then  did  not  feel  the  uterus  so 
clearly,  and,  disregarding  my  first  find,  thought  that  I  must  be 
dealing  with  a  case  of  extreme  anteflexion  of  a  pregnant  uterus. 
On  the  16th  of  December,  a  month  alter  the  last  flow,  she  had 
a  slight  bloody  discharge  without  pain,  and  again,  on  the  12th  of 
January,  she  had  a  free,  colored  discharge  lighter  than  her  nor- 
mal menstruation.  On  the  8th  of  March  she  had  a  free  flow 
lasting  five  days.  My  note  on  the  13th  of  March  states: 
"  Uterus  is  small,  low  down  in  the  hollow  of  the  sacrum.     On 
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raising  the  finger  to  the  anterior  vaginal  wall  an  ovoid,  tense 
cyst  is  felt  on  the  right  side,  about  12  cm.  in  length  by  7  cm.  in 
breadth.  The  axis  of  the  cyst  lies  in  the  plane  of  the  superior 
strait ;  its  anterior  extremity  lies  at  the  symphysis  pubis  to  the 
right,  and  its  posterior  extremity  is  at  the  right  cornu  uteri.     A 


Fig.  ?.. 


Foetus  of  case  of  unruptured  e.\tra-uterine  |)re;?nancy,  drawn  life  size 
from  memory. 

well-defined  sulcus  lies  between  tumor  and  uterus,  wliich  are 
connected  by  a  short  but  recognizable  pedicle.  The  tumor  is 
sensitive  to  pressure.  It  is  very  smooth,  and  has  a  remarkable 
elastic  feeling  ;  there  is  much  tenderness  on  the  left  side,  low 
down,  where  there  is  an  indistinct  worm-like  feeling  about  the 
retroposed  fundus  uteri."  The  tumor,  when  first  seen,  had 
extended  out  of  the   pelvis  half  way  up  to  the  umbilicus,  and 
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had  very  markedly  diminished  in  size  while  under  observation. 
The  diagnosis  of  an  extra-uterine  pregnancy  was  positively  made 
and  invitations  were  sent  out  to  Drs.  H.  P.  Harris,  Charles  H. 
Thomas,  Paris  G.  Clark,  Hunter  Robb,  and  Walter  C.  Freeman, 
to  be  present  at  an  operation  for  extra-uterine  pregnancy.  The 
operation  was  performed  on  the  20th  of  March,  1886,  resulting 
in  the  removal  of  an  unruptured  sac  arising  about  the  middle 
of  the  tube.  The  patient  recovered,  and  I  have  attended  her 
in  a  confinement  since  then. 


Diagram  of  relations  of  unruptured  extra-uterine  sac  in  Dr.  Kelly's 
case — diagnosed  and  operated  upon  }>ef(jre  rupture. 

It  is  always  safer  when  a  diagnosis  is  doubtful  to  assume  that 
the  worst  of  a  given  number  of  conditions  under  consideration 
is  present,  until  we  have  with  certainty  excluded  it.  Therefore 
it  is  best  to  assume,  in  a  doubtful  pelvic  condition  carrying  some 
of  the  marks,  that  an  extra-uterine  pregnancy  exists,  until  we 
have  proved  the  contrary. 

Another  case  which  I  had  under  treatment  at  the  same  time 
as  the  one  just  reported,  was  also  seen  by  Dr.  Harris,  and  a 
positive  diagnosis  of  a  ruptured  extra-uterine  pregnancy  made. 
This  woman  refused  operation,  and  after  passing  through  a 
period  of  much  suffering,  and  several  attacks  of  internal  bleed- 
ing, recovered.  The  sac,  which  at  first,  in  February,  1876,  filled 
the  pelvis,  crowding  the  uterus  forward  behind  the  symphysis 
and  extending  nearly  up  to  the  umbilicus,  diminished  rapidly  in 
size  until  in  the  middle  of  April,  when  the  note  states  that  the 
uterus  was  normal  in  shape,  anteflexed,  with  a  softish  mass  just 
behind  it,  which  might  easily  escape  detection.  Dr.  Harris  and 
I  both  considered  this  to  be  a  case  of  spontaneous  cure. 
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I  had  a  case  recently  in  the  Johns  Hojikins  Hospital,  in  u  hich 
the  diagnosis  of  an  extra-uterine  pregnancy  was  positively 
stated  in  the  presence  of  thirty-two  spectators,  and  the  operation 
at  once  proved  the  diagnosis.  I  went  so  far  here  as  to  sav,  as  I 
took  up  the  knife,  that  I  had  insisted  upon  the  possibility  of 
diagnosing  some  cases  with  certainty,  and  if  this  should  not 
prove  to  be  a  case  of  extra-uterine  pregnancy,  I  would  not  again 
contend  that  it  was  in  any  case  possible  to  diagnose  the  condition 
with  certainty.  A  fully-developed  foetus,  which  had  escaped 
from  a  ruptured  tubal  pregnancy  on  the  right  side,  was  removed 
from  among  the  intestines. 

I  think  we  can  be  positive  of  our  diagnosis  when  we  have 
these  symptoms:  1.  Cessation  of  menstruation,  often  followed 
by  irregular  recurrence.  2.  Pains  in  the  lower  abdomen,  some- 
times severe.  3.  The  presence  of  a  tumor,  to  the  right  or  left 
of  the  uterus,  which  sometimes  fluctuates.  4.  An  enlarged  uterus 
(we  do  not  always  have  this).  5.  Discharge  of  the  decidua, 
which  is  very  characteristic,  but  not  always  formed.  6.  ^[ilk 
in  the  breasts,  a  very  important  symptom,  especially  in  a  primi- 
para,  and  7.  A  sign  rarely  found,  the  diminution  of  the  tumor 
while  under  observation — a  pathognomonic  sign  if  there  is  one. 
I  had  this  last  sign  in  my  cases;  it  of  course  implied  the  death 
of  the  foetus. 

Those  cases  are  positive  where  we  get  all  of  these  symptoms. 

There  is  yet  a  class  of  cases,  where  we  get  some  of  these  symp- 
toms, but  there  remains  a  doubt,  big  or  little  according  as  more 
or  less  of  the  major  signs  are  present ;  then  there  are  other  cases 
in  which  none  of  the  symptoms  are  present,  but  the  disease  is 
found  out  by  an  accidental  examination,  or  a  sudden  death. 

Treatment:  Undoubtedly  many  cases  recover  spontaneously. 
The  larger  majority  of  hsematoceles  are  of  this  origin.  If  I  were 
dealing  with  a  freely-movable  extra-uterine  tumor  in  the  abdo- 
men, my  preference  would  be  laparotomy.  It  is  as  simple  as 
removing  a  small  ovarian  cyst.  If,  however,  the  tumor  has 
developed  into  the  broad  ligament,  the  operation  is  sometimes 
one  of  great  difficulty,  and  I  would  not  blame  the  man  who 
would  first  use  electricity  in  the  early  months,  and  await  the 
results,  ready  to  operate  later  if  need   be.     It  is  important  to 
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bear  in  mind  the  fact  that  the  use  of  electricity  does  not  at  all 
exclude  other  plans  of  treatment ;  a  laparotomy  can  be  performed 
at  any  time,  but  we  cannot  say  vice  verm. 

Is  the  fu3tus  so  important?  I  would  not  consider  the  life  of 
the  foetus  for  a  moment,  but  would  act  as  if  the  foetus  and  its 
sac  were  a  malignant  foreign  body.  Never  consider  it  or  let  it 
weigh  a  feather  if  by  its  sacrifice  you  can  add  to  the  chances  of 
preserving  the  life  of  the  mother.  If  I  had  a  living  foetus  at 
term  I  would  open  the  abdomen  and  study  my  field.  If  the 
foetus  were  found,  as  in  the  case  operated  upon  by  Dr.  Robb, 
within  an  unruptured  tube  along  with  the  placenta,nhe  whole 
could  be  removed  with  ease  and  two  lives  saved.  But  if  the 
placenta  were  found  attached  to  the  intestines  the  dangers  of 
subsequent  hemorrhage  and  death  from  the  detachment  are  so 
great  that  I  would  detach  the  foetus,  dropping  the  funis  back 
into  an  aseptic  abdominal  cavity  which  I  would  then  close,  later 
performing  a  second  laparotomy  if  the  indication  arose.  It  is  a 
maudlin  sentimentality  which  weeps  over  the  life  of  an  extra- 
uterine foetus  in  the  early  months. 

I  have  not  space  here  to  speak  at  length  as  to  the  deformities 
of  these  "  tube-casts,"  as  they  have  been  called. 

Dr.  Hunter  Robb,  of  Baltimore. — I  have  listened  with  a 
great  deal  of  benefit  to  the  papers  which  have  been  discussed. 
In  regard  to  the  pathology  of  fecundation,  it  would  seem  to  me 
that  the  tube  is  primarily  the  most  frequent  site,  although  ova- 
rian pregnancies  do  take  place.  In  order  to  determine,  however, 
whether  the  sac  is  ovarian  or  not,  as  Dr.  .laggard  has  said,  the 
only  sure  method  is  microscopical  examination.  In  my  own 
case  last  winter  the  ovary  was  not  to  be  found  anywhere,  and  at 
first  it  seemed  like  ovarian  pregnancy.  Upon  microscopical 
examination  of  a  portion  of  the  sac  we  found  nothing  but  ovarian 
tissue.  On  examining  other  portions  we  saw  the  muscular  tissue 
of  the  tube,  and  in  this  portion  the  ovary  was  adherent  like  a 
part  of  the  sac.  This  would  probal)ly  have  been  mistaken  for 
ovarian  pregnancy  if  it  had  nut  been  carefully  worked  out. 

As  to  the  diagnosis,  it  seems  to  me  if  we  said  that  we  could 
not  make  a  diagnosis  of  extra-uterine  pregnancy,  we  might  as 
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well  say  that  a  diagnosis  of  a  fibroid  or  parovarian  cyst  could 
not  be  made. 

The  first  case  that  Dr.  Kelly  reported  was  one  about  which  he 
not  only  wrote  to  me  in  Philadelphia  in  1886,  but  in  which  he 
also  invited  me  to  the  operation  and  stated  positively  that  it  was 
a  case  of  extra-uterine  gestation  previous  to  rupture.  The  second 
case  reported  by  Dr.  Kelly  last  winter  was  operated  upon  after 
rupture.  Dr.  Osier  asked  me  to  see  it  in  consultation  in  one  of 
the  wards.  I  made  a  diagnosis  of  extra-uterine  gestation,  and 
Dr.  Kelly  confirmed  the  diagnosis  and  stated  in  the  operating- 
room  thai  it  was  undoubtedly  an  extra-uterine  fictation,  which 
was  so  proved  by  the  operation. 

As  regards  treatment,  I  believe  that  the  only  rational  method 
is  operation  by  abdominal  section,  and  I  do  not  think  there  are 
any  reasons  to  assume  the  responsibility  of  delay  in  using  elec- 
tricity. 

Dr.  Joseph  Taber  Johnson,  of  Washington. — In  the  recent 
paper  of  Dr.  Hanks's,  read  before  the  Society  he  gives  the  his- 
tory of  eleven  cases  of  his  own  and  his  conclusions,  and  states 
that  the  diagnosis  ought  to  be  possible  in  ninety  or  ninety-five 
per  cent,  of  all  cases,  and  he  recommends  electricity  in  the 
beginning  and  operation  afterward  if  necessary.  He  thinks 
electricity  will  kill  the  foetus  and  that  in  all  cases  of  rupture  the 
operation  should  be  done  at  once. 

Dr.  Kelly. — I  would  like  to  hear  from  Dr.  Euckmaster,  who 
has  had  considerable  experience,  especially  with  the  electrical 
side  of  the  question. 

Dr.  a.  H.  Buckmaster,  of  New  York. — I  will  say  but  a 
word  in  regard  to  the  subject.  In  the  cases  where  we  have  the 
choice  of  electricity  or  operation,  we  must  compare  the  results 
obtained  by  fieticidal  agents  that  do  not  directly  remove  the 
sac  with  those  that  do.  Of  the  former  class  clinical  experience 
shows  that  electricity  easily  stands  at  the  head  of  the  different 
methods.  It  would  be  a  fatal  blow  to  the  use  of  this  agent 
could  it  be  proved  that  it  does  not  accomplish  the  main  object 
sought,  namely,  the  destruction  of  the  foetus.  Dr.  Baldy,  of 
Philadelphia,  who  thinks  that  the  electrical  treatment  may  not 
be  effective,  recently  quoted  a  statement  of  mine  that  I  had  used 
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a  current  of  twenty  milliarapdres  through  a  pregnant  uterus, 
without  affecting  the  life  of  the  foetus.     Electricity  was  applied 
in  the  way  he  stated,  but  the  conditions  were  not  such  as  to 
make  it  a  case  to  be  quoted  against  the  use  of  electricity,  for 
two  reasons.     There  was  a  large  fibroid  tumor  present.     The 
electricity  was  passed  through  this  tumor,  and  the  law  of  the 
intensity  of  the  current  is  that  it  is  greatest  in  a  direct  line 
between  the  points  of  the  electrodes.     There  is  a  point  within  a 
few  inches,  at   right  angles   to  this  line,  where   the   current- 
strength  is  slight,  and  the  fibroid  was  large  enough  to  make  the 
current,  which  was  very  weak,  of  no  practical  strength  outside 
of  the  direct  line,  which  was  some  distance  from  the  ovum,  so 
that  the  case  quoted  amounts  to  nothing  in  support  of  his  views. 
Secondly,  we  must  remember  that  a  foetus  inside  of  the  uterus  is 
under  difierent  conditions  from  one  situated  in  the  tube,  and  it 
would  be  unfair  to  assume  that  a  current  which  did  not  destroy 
the  foetus  in  the  uterus  would  not  have  destroyed  it  in  the  tube. 
Dr.  J.  A.  Temple,  of  Toronto. — I  am  very  sorry  that  I  was 
not  present  this  morning,  as  I  would  like  very  much  to  have 
heard  the  discussion  on  ectopic  pregnancy.    Dr.  Mann  has  asked 
me  to  mention  a  case  on  which  I  operated  recently.   The  patient 
was  a  woman,  thirty-six  years  old,  had  had  three  children,  the 
youngest   of  whom  was  fifteen   years   old,  and   had  not  been 
pregnant  since  her  last  confinement.     In  the  early  part  of  July 
she  missed  her  menstrual  period,  but  she  did  not  pay  any  par- 
ticular attention  to  it  and  did  not  call  in  any  medical  adviser. 
She  missed  the  next  period  in  August,  and  during  July  and 
August  she  had,  while  in  Toronto,  two  very  severe  attacks  of 
violent  pain  in  the  region  of  the  uterus  which  was  supposed  to 
be  colic  and  was  treated  with  castor  oil  and  warm  fomentations. 
She  went  away  to  the  Muskoka    regions  during  August   and 
while  there  had  a  third  similar  attack,  very  severe  in  its  charac- 
ter and  followed  by  profuse  hemorrhage.     Dr.  Sutton,  of  Pitts- 
burg, happened  to  be  in  the  hotel  and  saw  the  lady,  and  after 
due   deliberation   he   concluded   that   it  was   a   case  of  tubal 
gestation,   and   he   sent   her   to   Toronto    where   she   fell    into 
my  hands,  although  I  am  not  her  regular  medical  attendant. 
She   was    weakened    from   loss    of  blood,   but   complained    of 
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no  pain.  Examination  revealed  very  clearly  that  it  was  a 
case  of  extra-uterine  pregnancy,  there  being  a  tumor  about 
as  big  as  a  hen's  egg,  very  smooth,  lying  posterior  to  the 
uterus,  which  was  pushed  forward  to  the  left  side.  I  recom- 
mended, as  Dr.  Sutton  had  already  done,  that  laparotomy  be 
performed  without  any  delay.  The  friends  consented  and  I 
operated  upon  her.  On  making  the  opening  into  the  abdominal 
cavity,  I  found  low  down  in  the  pelvic  cavity  behind  the 
uterus  this  mass  which  was  adherent,  and  the  adhesions  were 
tolerably  firm.  Previous  to  the  operation  we  thought  that  per- 
haps it  was  seven  or  eight  weeks'  gestation.  However,  I  was 
fortunate  enough  to  remove  the  tube  on  the  right  side  without 
rupture.  There  was  no  particular  dilnculty  in  the  operation  ; 
there  was  a  little  free  hemorrhage  following  it,  which  was 
controlled  by  the  use  of  hot  water.  The  patient  made  an  unin- 
terrupted recovery  and  on  the  sixth  day  I  removed  the  stitches, 
when  the  wound  was  healed.  Her  temperature  did  not  exceed  at 
any  time  101°,  the  general  range  being  about  99°.  On  the  eighth 
dav  she  had  a  very  severe  attack  of  mania,  which  continued  for 
three  days  in  spite  of  all  our  efforts  to  control  it.  She  talked  day 
and  night  incessantly.  On  the  twelfth  day  she  became  semi-coma- 
tose, did  not  recover  consciousness,  and  died  on  the  twenty-third 
day,  perfectly  insensible.  There  was  no  albumin  in  the  urine 
during  convalescence  ;  she  passed  an  abundance  of  urine,  and  the 
bowels  acted  of  their  own  accord.  There  were  no  symptoms  of 
paralysis.  I  fed  her  with  a  stomach-pump  for  eleven  days.  I 
did  not  attribute  her  loss  of  speech  to  the  result  of  the  operation, 
as  I  think  was  clearly  proved  by  the  course  and  progress  of  the 
case.  I  would  be  glad  if  any  one  present  could  tell  what  was 
the  cause  of  death.  I  might  say  that  when  I  applied  the. 
stomach-pump  she  would  draw  up  her  knees  and  hands,  as  if 
trying  to  prevent  the  operation,  though  at  all  other  times  she 
was  apparently  insensible.  It  might  be  argued  that  this  was  not 
a  case  suitable  for  operation  and  if  some  other  plan  had  been 
pursued  she  might  have  been  saved,  but  I  am  persuaded  that 
operative  procedure  was  proper  in  her  case,  and  that  the  patient 
did  not  die  from  the  results  of  the  operation,  from  septicemia  or 
anv  similar  disease,  but  rather  from  some  cerebral  complication. 
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Dr.  Mann. — I  said  my  say  this  morning,  and  I  do  not  know 
that  there  is  very  much  more  to  be  added.  Perhaps  to  what  I 
said  in  regard  to  the  specimen  which  I  presented  two  years  ago 
and  which  Dr.  Johnstone  doubted,  I  may  add  this :  The  doctor 
has  thrown  some  doubts  on  the  question  as  to  whether  my  speci- 
men was  an  ovarian  pregnancy,  questioning  the  true  phicental 
nature  of  the  mass  which  was  taken  from  the  inside,  tiiinking 
that  it  might  be  an  adenoma  or  adenoid  growth.  I  cannot 
admit  that  it  was  not  distinctly  and  absolutely  placental  tissue. 
Under  the  microscope  placental  tissue  is  so  different  from  ade- 
noma that  I  do  not  see  how  anybody  could  make  a  mistake. 
In  the  second  place,  it  was  not  attached  to  the  inside  of  the 
tumor.  When  I  opened  the  sac,  the  walls  of  which  were 
very  thin,  this  mass  separated  and  fell  out,  a  perfectly  round 
cake  of  placenta,  entirely  different  in  every  way  from  the 
adenoid  growths  to  which  the  doctor  has  referred.  He  says  if 
it  was  ovarian  pregnancy  where  were  the  sinuses  and  bloodves- 
sels which  should  have  been  in  the  sac?  I  will  simply  say  we 
had  no  history.  The  specimen  was  taken  out  post-mortem. 
Supposing  the  foetus  to  have  been  dead  for  some  time,  as  was 
probably  the  case,  all  the  sinuses  would  be  closed,  for  the  pla- 
cental circulation  would  be  cut  off.  1  cannot,  therefore,  believe 
that  it  is  anything  but  an  ovarian  pregnancy.  The  specimen  in 
Gottschalk's  case  was  presented  to  the  Berlin  Society  and  con- 
tained all  the  characteristics  of  a  foetus  in  the  ovary,  the  tubes 
being  intact.  I  have  not  changed  my  mind  after  what  I  have 
heard  here  to-day,  and  I  still  hold  to  the  electrical  treatment  in 
properly- selected  cases,  but  of  course  some  cases  should  be  ope- 
rated on,  as  I  indicated  in  my  paper. 

Da.  Johnstone. — This  is  just  as  I  expected  it  would  be — 
"  convince  a  woman  against  her  will ;"  the  repetition  of  the 
proverb  has  been  carried  out  here  to-day.  I  knew  that  this  dis- 
cussion would  convince  nobody,  but  it  has  resulted  in  freely 
opening  up  this  question  and  bringing  out  the  ideas  of  the  dif- 
ferent members,  and  I  am  glad  to  see  that  in  getting  down  to 
the  bottom  of  the  electrical  treatment  its  friends  certainly  are 
not   eo   confident   as   they  once  were.     We  all  mean  to  avoid 
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acritnonl«Mi3  discussion,  but  soiuetiiues  in  the  heat  of  debate  we 
say  tilings  that  we  do  not  mean. 

I  do  not  believe  that  electricity  is  an  agent  to  be  used,  and  I 
believe  fifteen  years  from  now  it  will  be  looked  on  in  just  the 
same  light  as  tapping  cysts  and  meddling  with  pelvic  troubles 
are  now — in  other  words,  our  rule  will  be  to  let  the  tumors  alone 
until  we  take  them  out. 

In  regard  to  Dr.  Mann's  specimen,  I  did  not  say  that  it  was  an 
adenoma.  I  said  that  it  was  more  like  the  tissue  of  the  raucous 
follicles.  Three  or  four  years  ago  I  read  a  paper  before  a  society 
in  Kentucky  on  "Papillomatous  Degeneration  of  the  Ovary," 
stating  that  it  is  like  the  adenoid  tissue  of  the  lymphatic  gland. 
In  the  ordinary  sense  adenoma  means  a  gland  tissue,  like  the 
liver  or  kidney.  I  do  not  mean  any  such  thing  as  that;  I  mean 
that  it  is  a  mucous  tissue,  and  it  is  utterly  impossible  to  differ- 
entiate between  that  and  the  mucous  tissue  in  the  ovary  and  the 
placenta.  As  for  the  foetus  becoming  detached,  I  have  had  the 
same  thing  happen  to  me  with  dermoids.  In  one  case  I  found, 
post-mortem,  a  tumor  which  had  existed  for  more  than  twenty 
years.  Three  or  four  children  had  been  born  during  the  existence 
of  the  tumor  and  the  woman  lived  to  a  ripe  old  age  and  died  of 
dysentery.  In  one  ovary  I  found  a  well-formed  upper  jaw  and 
in  the  opposite  ovary  the  very  thing  Dr.  Mann  is  talking  about ; 
whether  it  was  adenoid  tissue  of  a  lynjphatic  gland,  or  one  of 
these  mucous  affairs  1  cannot  say.  At  any  rate,  we  cannot  rely 
upon  these  specimens  unless  they  are  fresh. 

I  am  not  foolish  enough  to  say  that  there  is  no  such  thing  as 
ovarian  pregnancy  ;  all  I  can  say  is  that  those  which  I  have  seen 
have  not  been  ovarian  j)regnancies  according  to  ray  belief,  and 
until  we  can  see  them  fresh  I  do  not  believe  that  we  can  prove 
that  there  is  such  a  thing  as  ovarian  pregnancy. 

There  is  one  other  {)oiut  which  has  been  raised  by  Dr.  Kelly 
and  a  number  of  others  tiiis  morning  as  to  the  diagnosis  of  extra- 
uterine pregnancy.  The  only  time  at  wiiich  it  has  ever  been 
claimed  that  the  diagnosis  of  extra- uterine  pregnancy  is  uncer- 
tain is  before  rupture.  After  rupture  it  can  be  made  very  well, 
but  it  is  before  rupture  that  we  claim  uncertainty,  and  it  is  just 
on  that  point  that  the  electrical  treatment  turns.    The  electricians 
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claim  that  they  can  make  it  before  rupture;  they  would  not  pass 
a  current  through  the  rupture  into  the  peritoneal  cavity,  and 
then  they  resort  to  the  knife,  but  in  that  class  of  cases  of  which 
Dr.  Mann  spoke,  in  which  they  do  use  it,  where  there  is  rupture 
into  the  broad  ligament,  where  the  hemorrhage  is  controlled  by 
the  pressure  of  the  folds  of  the  peritoneum — those  are  the  cases 
which  as  a  rule  result  in  a  cure.  Mety  it  not  be  possible  where 
the  curreut  is  used  in  this  way  that  the  ftetus  is  killed  by  the  acci- 
dent instead  of  by  the  current,  and  if  let  alone  would  do  just  as 
well  without  the  electricity  as  with  it?  I  have  a  case  now  in 
which  I  believe  that  this  very  condition  is  going  on.  The  patient 
claims  that  this  is  the  third  attack  of  the  kind  within  the  last 
five  or  six  years.  She  has  been  sterile  for  eight  or  nine  years, 
and  in  the  last  few  years  she  claims  that  she  has  had  three  blood 
tumors;  one  which  passed  through  the  uterus,  a  second  passed 
away  through  the  bowels,  and  now  here  is  a  third,  and  if  that 
be  true,  am  I  not  at  fault  to  allow  that  woman  to  go  on  with 
that  diseased  tube?  I  claim  that  with  electricity  we  leave  our 
patient  very  little  better  than  when  we  found  her.  She  is  subject 
to  all  the  recurrent  evils  of  pelvic  disease,  and  the  only  way  to 
cure  her  is  to  clean  them  all  out  the  same  as  with  any  other  pelvic 
inflammation,  and  before  her  powers  are  exhausted.  Another 
strong  objection  is  found  in  the  errors  of  diagnosis  from  its  use. 
If  you  will  excuse  me  I  will  report  two  other  cases.  Year 
before  last  I  kept  my  laparotomy  bag  packed  for  two  weeks,  ex- 
pecting every  moment  to  have  to  operate  upon  what  would  be  a 
ruptured  tubal  pregnancy.  If  there  is  such  a  thing  as  diagnosis 
before  rupture,  I  made  it.  There  had  been  no  rupture  and  no 
shock,  but  I  was  constantly  expecting  it.  One  night  after  a  ter- 
rific attack  of  pain  the  patient  became  easier  and  the  next  morn- 
ing instead  of  the  lump  being  on  the  side  of  the  uterus  it  was  in 
the  body.  I  think  that  it  was  one  of  those  very  rare  cases  of 
intra-mural  pregnancies  which  was  forced  into  the  cavity  of  the 
uterus.  The  woman  went  on  to  term  and  was  delivered  of  a  fine 
boy.  What  would  have  been  the  result  of  electricity  in  that 
case? 

I  saw  another  case  in  which  I  thought  that  the  woman  had  a 
fibroid.     The  patient  had  been  married  twenty  years  and  had 
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never  been  pregnant,  but  at  my  second  visit  I  corrected  my 
diagnosis  and  coucluded  that  it  was  a  ruptured  extra-uterine 
pregnancy.  I  suggested  laparotomy,  but  they  would  not  allow 
it.  The  tumor  wivs  then  aspirated  by  her  attendant  and  the 
woman  bled  to  death  from  hemorrhage  into  the  broad  ligament. 
We  certainly  should  not  stand  back  and  fold  our  hands  and  lose 
these  patients.  I  think  the  result  would  have  been  the  same  in 
this  case  if  electricity  had  been  used.  As  I  said  before,  I  believe 
that  in  all  these  cases  the  only  thing  to  do  is  to  take  them  out 
as  quickly  and  cleanly  and  smoothly  as  we  can  possibly  do  it. 

One  other  point  in  the  technique  of  extra-uterine  pregnancy. 
Unless  you  are  sure  of  hemorrhage  going  on,  you  had  better  wait 
for  the  shock  to  be  over,  although  I  have  seen  some  get  well 
with  the  hemorrhage  going  on.  My  firet  case  got  well  after  rup- 
ture; there  was  a  very  slight  hemorrhage  going  on,  but  the 
patient  recovered. 

I  saw  a  case  in  Mr.  Tait's  practice  in  which  the  woman  almost 
bled  to  death.  Her  abdomen  was  full  of  blood.  The  whole 
gestation  sac,  tube,  and  ovary,  was  not  bigger  than  my  little 
finger,  but  a  little  opening  in  the  side  of  it  was  almost  enough  to 
cause  her  death.  By  quick  action  ]\Ir.  Tait  went  straight  to 
the  point  and  ligated  it,  cut  everything  away,  washed  out,  and 
for  twelve  hours  you  could  scarcely  feel  the  woman's  pulse,  but 
she  recovered.     So  you  can  rarely  say  it  is  too  late. 

In  regard  to  the  point  raised  by  Dr.  Temple,  in  reference  to 
mania  in  connection  with  these  ct\ses ;  this  patient  of  whom  I 
spoke,  who  bled  to  death  from  the  aspiration,  had  violent  mania 
all  the  way  through.  This  is  the  only  case  of  extra-uterine 
pregnancy  in  which  the  diagnosis  was  made  after  rupture,  when 
the  patient  had  puerperal  mania  and  died  from  the  shock  of 
the  hemorrhage.  Tliis  case  may  have  been  simply  the  ordinary 
mania  which  follows  laparotomy.  I  saw  one  patient  who  died 
in  a  similar  way  to  the  one  of  whom  the  doctor  speaks,  after 
the  removal  of  a  cyst  of  the  broad  ligament;  after  the  tenth  day 
the  patient  went  into  violent  delirium  and  died.  What  it  is  due 
to  I  cannot  say;  whether  or  not  it  is  a  disturbance  of  the  bal- 
ance of  circulation,  or  whether  the  brain  is  weakened  by  heredi- 
tary taint.     It  would  be  very  interesting  if  the  Fellows  of  this 
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Society  would  trace  all  the  histories  of  cases  of  mania  following 
laparotomy  and  see  if  they  could  not  find  a  bad  family  history 
of  hereditary  mania.  The  only  one  I  ever  had  did  have  it  to  a 
marked  degree. 

Dit.  Edward  W.  Jenks,  of  Detroit. — I  do  not  wish  to  pro- 
long the  discussion,  but  to  refer  briefly  to  a  case  which  recently 
came  under  my  observation.     I  was  called  in  consultation  the 
23d  of  July  last  to  see   a   patient  who  was  moribund  at  the 
time  of  my  visit.     After  hearing  her  history  and  making  an 
examination  I  declared  it  was  my  opinion  that  this  was  in  all 
probability  a  case  of  extra-uterine  fcetation,  in  which  opinion  the 
attending  physician  concurred.     The  patient  died  in  a  few  hours 
and  a  post-mortem  examination  was  permitted  upon  the  promise 
that  anything  found  within  the  body  must  be  returned  to  be 
buried  with  it.     I  was  never  more  strongly  tempted  to  break  a 
solemn  promise  than  in  this  instance.     On  examination  it  was 
found  that  there  was  a  large  quantity  of  coagulated  blood  within 
the  abdominal  and  pelvic  cavities,  and  very  soon  after  a  two 
and  a  half  or  three  months'  foetus  was  found  floating  among  the 
intestines  on  the  left  side.     After  removing  the  blood  we  were 
surprised  to  discover  that  this  was  a  ca.se  of  ovariau  pregnancy 
of  the  right  ovary.     The  aj)j)earance  of  the  ruptured  ovary  was 
quite  striking,  it  was  as  if  the  foetus  had  been  developed  in  the 
centre  of  the  stroma  of  the  ovary  and  where  the  rupture  had 
occurred  it  was  like  the  sudden  bursting  of  a  bud.    The  placenta 
itself  could  not  be  found,  but  we  could  see  where  we  thought  it 
was  attached.     As  there  was  no  opportunity  of  taking  the  speci- 
men away,  consequently  no  microscopical  examination  could  be 
made  to  determine  its  exact  site.     This  rupture,  or  at  least  a 
partial  rupture,  had  occurred,  as  near  as  we  could  tell,  about 
two  weeks  before  and  the  woman  had  bled  to  death  slowly  drop 
by  drop,  as  it  seemed,  instead  of  suddenly,  from  the  copious 
hemorrhage  which  usi^aliy  takes   place  in    tubal   pregnancies. 
She  had  been  thrown  from  her  carriage  a  fortnight  before  and 
immediately  after  severe  pain  with  faintness  indicated  the  time 
of  rupture.     These    symptoms    continued    with    more   or   less 
severity  at  intervals  until  her  death.    Slie  had  had  no  competent 
medical  attendance  until  a  few  hours  previous  to  my  first  visit. 
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If  laparotomy  would  ever  save  the  life  of  a  patient  in  a  case  of 
extra-uterine  foetation,  it  would  in  this  instance,  if  it  had  only 
been  done  a  few  hours  before  her  condition  was  recognized. 

Dr.  Horace  T.  Hanks,  of  New  York  [Communicated  sub- 
sequently].— My  experience  in  connection  with  ectopic  preg- 
nancy has  been  considerable  and  quite  varied  since  ray  paper 
was  read  before  this  Society  at  its  meeting  in  "Washington  in 
1888.  I  have  seen  nine  additional  cases,  each  well  marked,  and 
each  interesting,  thus  making  in  all  eleven  cases  seen  by  me  in 
four  years. 

Case  I. — (Reported  in  my  first  paper,  see  Transactions,  1888.) 

Diagnosis, — Tubal  pregnancy,  left  side,  of  eight  weeks'  dura- 
tion. Diagnosis  confirmed  by  Drs.  Thomas,  Talbot,  and  Abbott. 
Faradic  current,  used  before  a  decided  rupture  or  severe  hemor- 
rhage took  place.  Ovum  diminished  in  size,  and  parts  relieved 
of  pain  from  the  beginning  of  treatment. 

Besult. — Patient  did  well  for  over  one  year.  Then  a  tubal 
cyst  developed  at  seat  of  former  trouble.  Diagnosis  confirmed 
by  Drs.  Thomas  and  Abbott.  Major  operation  refused  ;  three 
pints  of  fluid  drawn  off"  through  small  trocar  per  vaginam.  The 
cyst,  on  July  15,  1890,  four  months  later,  had  not  refilled.  The 
patient  was  robust  and  free  from  pain  at  this  time. 

Case  II. — (Also  reported  in  my  first  paper.)  Diagnosis  con- 
firmed by  Drs.  Lee,  Abbott,  and  Talbot.  Faradic  current  used 
before  the  seventh  week  of  pregnancy  in  the  right  tube  ;  ovum 
ceased  to  grow  after  the  first  seance,  and  the  pain  and  tenderness 
diminished,  as  did  the  size  of  the  tumor.  Two  years  later  patient 
in  robust  health,  a  small  induration  at  the  site  of  former  tumor 
not  tender ;  menses  regular.     Not  pregnant  since. 

Caae  HI. — Mrs.  F.,  wife  of  a  prominent  lawyer,  has  been 
under  my  professional  care  for  twelve  years.  Diagnosis  of  tubal 
pregnancy  on  the  left  side  was  made  in  January,  1889,  which  was 
confirmed  by  Drs.  Talbot  and  Abbott,  Jrtid  was  believed  to  be 
correct  by  Dr.  Lee,  who  saw  her  once  and  only  for  a  short  time. 
Had  had  two  miscarriages  in  three  years,  and  uterine  and  cervical 
catarrh  with  retroversion.  Six  months  before  this  sickness,  I  had 
done  a  trachelorrhaphy.  Had  had  most  excellent  health  other- 
wise.   Pregnancy  believed  to  be  of  six  weeks'  duration.    Faradic 
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current  used,  tumor  diminished  in  size,  and  pain  entirely  relieved 
after  treatment  was  begun.  Only  a  small  induration  remains, 
and  this  is  not  sensitive.  The  patient  is  free  from  pelvic  pain, 
and  is  in  perfect  health  at  the  present  time,  September  10,  1890. 

Ome  IV. — Mrs.  B.,  wife  of  a  physician,  married  less  than  six 
months ;  always  regular  up  to  the  time  of  cessation  of  menses, 
six  weeks  before.  Had  enjoyed  excellent  health.  Had  passed 
one  period  without  show.  Had  severe,  unbearable  pains  in  the 
region  of  the  left  ovary  for  several  days.  A  tumor,  characteristic 
of  tubal  pregnancy,  was  discovered  by  her  husband.  Later  I 
was  called  in,  just  after  another  severe  attack  of  colic;  her  hus- 
band informed  me  that  the  tumor  had  changed  its  situation, 
shape,  and  density. 

From  the  subjective  and  objective  symptoms,  I  believed  that 
the  ovum  had  been  pushed  out  or  through  the  fimbrite  into  the 
abdominal  cavity.  Evidence  of  but  slight  hemorrhage  internally. 
No  immediate  surgical  operation  seemed  to  be  demanded,  as  I 
believed  that  the  ftttus  was  dead,  and  the  husband  was  anxious 
to  avoid  abdominal  section  if  possible.  A  strong  faradic  current 
was  applied  once  daily  for  six  or  more  days.  .Tumor  gradually 
diminished  in  size  and  was  less  painful.  The  patient,  however, 
has  suffered  much  since  from  pelvic  pain  in  this  region.  I 
believe  the  exudation  around  the  tube  and  ovary  is  the  cause  of 
the  pain.  Electricity  is  a  comfort  to  her  even  now,  and  has  often 
been  resorted  to.     A  major  operation  may  yet  be  required. 

Cue  V. — Mrs.  M.,  from  Texas,  mother  of  several  children, 
entered  the  Woman's  Hospital  with  the  history  from  her  family 
physician  of  ruptured  tubal  pregnancy  some  weeks  before.  My 
examination  and  her  own  history  confirmed  this.  The  tumor 
was  distinctly  felt  in  the  region  of  the  left  tube.  Abdominal 
section  was  advised  and  was  performed  by  me  in  the  hospital. 
Left  tube  exhibited  evidence  of  having  been  ruptured  and  con- 
tained a  full  half  pint  of  very  dark  blood.  Much  exudation 
about  the  tube  and  ovary  on  the  left  side,  the  other  ovary  and 
tube  fixed  less  firmly ;  all  were  removed.  The  patient,  I  am 
informed  eighteen  months  later,  is  in  perfect  health. 

Case  VI. — Mrs.  D.  (see  American.  Journal  of  Obstetrics,  1890, 
p.  92)  came  from  Chicago  to  consult  me  for  pain  and  tenderness  in 
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the  pelvic  region.  Had  a  very  severe  attack  during  her  journey 
E:ist.  I  saw  her  on  her  arrival  and  realized  that  there  was 
serious  pelvic  difficulty,  and  did  not  prolong  the  examination  as 
I  was  sure  of  either  a  ruptured  tubal  pregnancy  or  a  ru|)tured 
pyosalpinx.  An  abdominal  section  was  advised  at  once  and  was 
performed  by  me  on  the  following  morning.  A  ruptured  right 
tube  was  found,  and  the  lower  part  of  the  abdomen  was  literally 
filled  with  blood.  She  recovered  rapidly  and  was  on  the  street 
in  four  weeks.  One  month  ago  her  husband  wrote  rae  that  his 
wife  was  in  better  health  than  she  had  been  for  five  years. 

Case  VII. — Mrs.  G.  entered  the  "Woman's  Hospital  September, 
1889.  The  subjective  and  objective  history  led  me  to  believe  she 
had  had  chronic  vaginitis  during  the  previous  year.  She  was 
not  unwell  the  first  month  in  the  hospital.  Later,  slie  began  to 
show  evidence  of  pregnancy,  and  a  little  later  she  had  intense 
pelvic  pain  with  all  the  characteristic  symptoms  of  internal  hem- 
orrhage. I  operated,  assisted  by  Drs.  Talbot  and  Coe,  and  the 
house  staff.  I  found  a  large  ruptured  tube  on  her  right  side, 
and  a  ha^matoma  on  the  left.  On  the  right  side  the  rupture 
had  been  downward  into  the  broad  ligament,  and  in  order  to 
remove  the  blood-clots  the  broad  ligament  was  opened  for  full 
three  inches.  This  was  the  most  difficult  operation  I  ever 
attempted.     Patient  recovered. 

Case  VIII. — Mrs.  H.,  entered  the  Woman's  Hos|)ital  October, 
1889.  She  had  a  large  blood  tumor  in  the  left  broad  ligament. 
She  gave  the  typical  history  of  tubal  pregnancy.  The  rupture 
had  taken  place  two  weeks  before.  She  iuiproved  rapidly  with 
simple  palliative  treatment.  She  was  not  willing  to  submit  to  a 
major  operation.  She  went  home  much  improved  and  quite 
happy  at  the  end  of  four  weeks.  Tiie  tumor  liad  dimini.shed  one- 
half  September  1,  1890,  the  tumor  had  not  fully  disappeared 
and  it  still  gives  her  some  trouble.  A  major  operation  has  been 
advised  if  she  does  not  improve  under  the  use  of  electricity. 

Cnse  IX. — Mrs.  S.  1  diagnosed  a  ruptured  tubal  j)regnancy 
on  the  left  side,  in  March  last ;  Drs.  Lee,  Talbot,  and  Abbott 
confirmed  my  diagnosis  ;  operation  submitted  to,  and  a  ruptured 
left  tube  and  ovary  removed.  The  ])atient  made  an  uninter- 
rupted recovery  and  is  in  perfect  health  now. 


DISCUSSION.  105 

Case  X. — Mrs.   (see  American   Journal  of    Obstetrics, 

1890,  p.  769).  Patient,  fourteen  days  pregnant,  was  seized  with 
intense  pelvic  pain  at  10  o'clock  p.  m.  The  family  physician 
was  called  and  gave  her  an  anodyne.  The  pain  was  more  in- 
tense in  the  morning,  and  the  physician  was  summoned  again. 
Recognizing  the  gravity  of  the  case,  he  called  Dr.  Lloyd,  and 
later  myself.  I  reached  her  just  as  she  was  dying  from  internal 
hemorrliage.  At  the  autopsy  the  abdomen  was  found  filled  with 
blood  and  the  left  tube  was  ruptured. 

Case  XL — Mrs.  R.,  mother  of  two  children,  always  a  healthy 
woman.  Her  family  physician,  Dr.  Froleigh,  sent  for  me  June 
28lli.  I  confirmed  his  diagnosis  of  ruptured  tubal  pregnancy;  she 
had  skipped  her  menstrual  period  fourteen  days  before.  Dr. 
Froleigh  believed  that  she  was  in  a  better  condition  than  when 
he  first  saw  her,  and  we  decided  to  wait  until  morning  before 
operating.  She  was  better  in  the  morning,  I  was  informed,  but 
later  in  the  day  the  evidence  of  a  fresh  internal  hemorrhage 
was  so  manifest  that  I  operated,  assisted  by  Drs.  Froleigh  and 
Talbot.  I  found  a  ruptured  right  tube  and  fully  two  quarts  of 
blood  in  the  abdomen.  In  spite  of  the  great  loss  of  blood  the 
patient  did  well  until  the  sixth  day,  when  symptoms  of  obstruc- 
tion of  the  bowels  from  peritonitis  began  and  she  died  on  the 
eleventh  day. 

Conclusions.  Etiology. — I  doubt  if  catarrhal  salpingitis  is 
the  only  exciting  cause  of  this  accident. 

One  of  the  eleven  had  had  a  possible  specific  vaginitis  (Case 
VII.). 

One  of  the  eleven  had  had  syphilis  and  had  been  treated  by 
me  for  salpingitis — Ca^^e  No.  I. 

One  patient  (Case  No.  III.)  had  suffered  from  bad  retrover- 
sion, and  had  worn  an  Albert  Smith  pessary  for  many  months. 
She  had  suffered  from  an  extensive  laceration  of  the  cervix  and 
I  had  done,  six  months  before  this  accident  occurred,  a  trachelor- 
rhaphy. She  had  suffered  from  chronic  endometritis,  endo-cer- 
vicitis. 

Five  of  the  eleven  (Cases  Nos.  II.,  VII.,  IX.,  X.  and  XI.) 
had  been  in  excellent  health  and  had  borne  children  within  one 
or  two  years  of  this  accident. 
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One  patient  (Case  No.  X.)  had  a  six  months'  child  at  the 
breast,  and  was  in  robust  health  when  rupture  occurred,  fol- 
lowed by  death  the  next  morning. 

Two  patients  (Cases  Nos.  IV.  and  VIII.)  had  never  been  preg- 
nant before. 

Two  patients  (Cases  Nos.  I.  and  V.)  had  been  sterile  for  some 
years. 

Anatomy. — Seven  patients  had  pregnancy  in  the  left  tube. 

Four  patients  had  pregnancy  in  the  right  tube. 

One  patient  (No.  V.)  had  pregnancy  in  the  left  tube  very  near 
the  fimbriated  extremity. 

Diagnosis. — A  diagnosis  was  made  in  each  case  excepting 
No.  VI.  Here  I  was  so  profoundly  impressed  with  the  immi- 
nent danger,  if  an  operation  was  not  at  once  attempted,  that  I 
asked  but  few  questions  and  made  but  a  slight  examination. 

I  believe,  as  I  wrote  in  my  last  paper,  that  a  good  physician 
can  be  reasonably  sure  of  his  diagnosis  in  from  ninety  to  ninety- 
five  per  cent,  of  his  cases  if  the  patient  is  fairly  intelligent,  and 
he  studies  the  case  thoroughly  before  operating. 

Treatment. — Electricity  will  kill  the  foetus  if  used  before  the 
third  month  of  pregnancy,  and  before  rupture.  It  is  alsvays  safe 
for  the  patient.  Trouble  may  result  later.  In  Case  No.  I.  a 
tubal  cyst  has  developed.  This  may  be  coincident;  I  fear  it  is 
not,  however.  Electricity  will  hasten  absorption  and  relieve 
pain,  but  will  not  cure  the  effects  of  a  perimetritis  resulting 
from  a  ruptured  tube. 

At  any  time  before  the  fifth  month,  if  a  clear  diagnosis  is 
made,  the  experienced  surgeon  should  remove  the  tube  and  its 
contents  at  once,  by  abdominal  section.  If  a  rupture  has  taken 
place,  with  the  cataclysmic  symptoms,  the  operation  should  be 
done  at  once,  even  by  an  inexperienced  surgeon  if  a  specialist 
cannot  be  secured. 

There  is  one  rule,  which  does  not  require  to  be  followed  in 
abdon)inal  section,  except  for  ruptured  tubal  pregnancy.  It  is 
this:  "Have  the  broad-ligament  forceps  at  hand,  and  when  the 
abdomen  is  opened,  imniedialrly  find  the  fundus  and  as  (juickly 
seize  the  ruptured  tube  at  the  horn  of  the  uterus,  and  apply  the 
forceps.  Later,  and  at  your  leisure,  clear  the  abdomen  of  all 
blood  and  debris. 
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Prognosis. — Electricity  will  destroy  the  life  of  the  fffitus  in 
the  i<7n-uptured  tube,  if  it  is  resorted  to  before  the  twelfth  week. 
It  ought  never  to  endanger  the  life  of  the  patient. 

An  abdominal  section,  done  by  a  skilful  surgeon,  before  the 
rupture  has  taken  place,  ought  to  save  ninety-five  per  cent,  of 
all  cases. 

An  abdominal  section,  done  by  a  skilful  surgeon,  immediately 
after  rupture,  will  save  the  large  majority  of  cases ;  especially 
if  the  hemorrhage  has  not  been  profuse. 

A  few,  a  very  small  per  cent.,  have  recovered  without  opera- 
tion, both  with  and  without  rupture  of  the  tube. 

Probably  three- fourths  of  all  cases  up  to  twenty-five  years 
ago  died  without  having  a  diagnosis  made. 

Three  of  my  eleven  cases  were  treated  by  electricity  before 
rupture  and  recovered. 

One  of  these  three  has  developed  disease  of  the  tube  since. 

One  of  these  eleven  was  treated  by  electricity  after  slight 
rupture  and  hemorrhage.     She  improved,  but  is  not  cured. 

One  of  these  eleven  entered  the  hospital  after  rupture,  and 
refusing  a  major  operation,  received  only  palliative  treatment; 
and  went  home,  four  weeks  later,  quite  out  of  danger  but  not 
cured.     She  will  requii'e  a  major  operation. 

One  patient  died  thirteen  hours  after  rupture,  and  ten  minutes 
after  I  arrived  in  her  sick  room. 

Five  of  these  eleven  submitted  to  an  abdominal  section  by 
me,  and  four  recovered,  Had  I  done  the  operation  in  this  one 
fatal  case  (No.  XE.)  twenty-four  hours  earlier,  she,  too,  ought  to 
have  recovered. 


ON  THE  QUESTION  OF  AMPERAGE  IN  TREAT- 
MENT OF  FIBROID  TUMORS  BY 
ELECTRICITY. 


By  Willis  E.  Ford,  M.D., 
Utica,  2^.  T. 


I  HAVE  been  interested  to  observe  in  papers  and  in  discus- 
sions reported  in  medical  journals  for  the  past  two  years,  that 
whenever  the  treatment  of  fibroid  tumors  by  electricity  is 
spoken  of,  the  kind  of  current  used  is  not  mentioned  with 
definiteness.  Apostoli  speaks  of  currents  of  intensity,  and 
this  moans,  apparently,  in  France,  currents  of  volume  or  ara- 
pcratje;  thou<!;h  it  is  not  believed  that  his  batteries  produce 
larjxe  volume,  but,  on  the  contrary,  from  the  number  of  cells 
used,  great  voltage. 

Another  term  whicii  is  frequently  used  nowadays  is  electro- 
chemical cautery,  as  applie<l  to  that  process  of  disintegration 
caused  by  the  action  of  the  galvanic  current  upon  living 
tissue.  Currents  of  high  tension  or  great  voltage  are  certainly 
not  the  best  adapted  for  that  process  of  separation  or  disin- 
tegration of  fluids  called  electrolysis — unless,  indeed,  great 
resistance  is  encountered  between  the  electrodes,  when  cautery 
may  result.  As  a  matter  of  fact,  the  resistance  to  the  current 
in  ordinary  gynecological  work  is  very  small.  A  fibroid 
tumor  that  offers  300  ohms  resistance  is  a  very  large  one  and 
a  very  hard  one.  The  softer  myomatous  growths  conduct 
easilv,  and  200  to  250  ohms  is  perhaps  the  average  resistance. 
They  are  most  satisfactorily  managed  by  galvanism. 

It  has  been  clearly  proved  by  experiments  made  by  myself 
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and  by  the  reports  of  similar  ones  made  by  others,  that  the 
real  thing  that  happens  Avhen  a  current  of  electricity  is  passed 
through  a  fibroid  mass,  is  the  separation  of  the  fluids  in  the 
mass  and  their  re-formation  into  ditfercnt  chemical  combina- 
tions which  interferes  with  the  nutritive  processes  of  the 
growth.  This  disintegration  of  the  fluids  within  the  mass  is 
apart  from  any  local  cautery  result.  I  have  seen  fluid  flow 
iu  considerable  quantities  from  the  electrode  when  there  was 
no  resulting  slough.  Of  course  only  the  alkaline  fluid  ap- 
pears at  the  negative  electrode  within  the  uterus  or  against  or 
in  the  tumor,  and  the  corresponding  acids  must  be  absorbed 
mainly.  The  process  of  removal  of  tumors  by  galvanism,  if 
at  all  successful,  is  accompanied  by  more  or  less  systemic  dis- 
turbance of  the  patient,  and  the  explanation  is  found  in  this 
process  of  absorption  and  removal  afterward  of  the  broken- 
up  detritus — not  purulent — in  the  track  of  the  current.  So 
fiir  as  the  cautery  effect  of  an  electrode  is  concerned,  I  fail  to 
Bee  how  it  should  be  more  than  local,  and  therefore  much 
better  than  other  forms  of  cautery. 

I  have  watched  the  effects  of  the  stronwr  currents  of  sal- 
vanism  when  the  electrodes  were  in  actual  contact  with  living 
muscular  tissue  dissected  up  for  the  purpose  iu  animals,  and 
have  seen  the  disintegration  of  the  fluids  take  place  and  the 
muscle  become  palpably  dryer  and  smaller  under  the  opera- 
tion. NVhen  such  wounds  were  closed  the  animals  resumed 
their  accustomed  habits  and  motions  within  a  i&vf  days. 
Upon  reopening  the  wounds  originally  made  and  examining 
the  muscles  operated  on,  there  were  found  no  sloughs  and 
nothing  in  the  microscopical  appearance  of  the  muscular  fibre 
beyond  a  slight  atrophy.  This  process  cannot  be  described 
as  galvano-chemical  cautery,  but  must  be  looked  upon  as  a 
true  electrolysis. 

It  is  well  known  that  this  process  of  electrolysis  depends 
upon  that  element  of  the  galvanic  current  called  its  volume 
or  amperage.  The  voltage  is  necessary  only  to  push  this  vol- 
ume through  the  resistance.     As  has  already  been  shown  in 
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gynecological  work  the  resistance  is  very  small  and,  tliere- 
fure,  the  current  most  effectual  is  one  of  large  amperage 
with  just  enough  volts  to  push  it  through.  Practically,  I 
have  found  this  to  be  true  in  the  dispersion  of"  fibroids,  and  to 
a  marked  degree  in  the  softer  growths  not  wholly  fibrous. 

The  term  electro-cautery  does  not  seem  to  me  to  ai>ply  to 
cases  where  no  sloughs  are  formed,  and  especially  where  the 
electrode  does  not  reach  the  point  either  of  greatest  resistance 
or  the  real  objective  point  of  treatment.  Cautery  of  the  en- 
dometrium cannot  be  all  that  is  desired  in  the  treatment  of 
an  adventitious  mass  which  does  not  always  enter  into  the 
uterine  cavity.  It  is  much  nearer  the  electrical  facts  to  call 
the  process  electrolysis. 

Some  time  ago,  having  a  rather  large  and  firmly-attached 
submucous  fibroid  to  remove,  one  which  projected  a  little  into 
the  vagina,  I  pierced  it  with  a  ])latinum  needle  after  the  usual 
method  of  electrolysis  by  puncture,  and  sent  througli  it  a 
current  of  electricity  such  as  I  ordinarily  use,  recording  upon 
short  circuit  beforehand  twenty  volts  and  six  amperes.  The 
milliamperemeter  marked  80  during  the  operation.  Two 
days  later  I  removed  the  mass,  and  made  sections  in  the  long 
diameter  of  the  tumor,  which  corresponded  to  the  direction  of 
the  current.  No  cautery  effects  were  observed,  but  a  white, 
glistening  track  marked  the  current  as  plainly  as  lightning 
ever  marked  a  tree.  In  its  course,  which  was  several  lines 
in  width,  the  tissue  was  paler  and  free  from  the  fluids  which 
could  (easily  be  demonstrated  elsewhere  in  the  mass. 

In  this  fresh  specimen  something  different  from  electro- 
chemical cautery  was  apj)arent  through  the  entire  length  of 
the  tumor,  marking  the  direction  of  the  current  between  the 
electrodes  plainly.  There  is  nothing  in  the  theory  that  tiiese 
ai)plications  of  galvanism  store  up  in  the  tissues  some  of  the 
electricity,  which  slowly  evolves  into  chemical  force  after  the 
current  is  stopped.  The  fibroid  is  simply  made  a  part  of  a 
circuit,  and  having  greater  resistance  than  the  conducting 
wires,  the  electricity  is  at  this  point  transformed  into  another 
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form  of  force — namely,  chemical  force.  That  there  is  a 
strong  tendency  on  the  part  of  fluids  thus  separated  by  elec- 
tricity to  reunite  or  re-form,  and  thus  to  generate  again  a 
feeble  electrical  current,  is  true.  The  very  nature  of  electricity 
can  only  only  be  judged  of  by  the  work  it  will  do.  No  mere 
theoretical  considerations  count  for  much  when  applied  to  this 
agent. 

In  observing  the  work  that  various  kinds  of  electrical  cur- 
rents will  do,  I  was  surprised  to  find  that  a  galvanic  current 
from  fifty  small  cells  of  a  bichromate  of  potash  battery  giving 
about  one  hundred  volts  and  one  amjiere  would  not  deposit 
from  a  solution  of  cyanide  of  gold  as  nuich  metal  as  would 
four  one-quart  cups  giving  eight  volts  and  six  am])eres. 
Here  was  a  current  of  tension  pitted  to  do  a  typical  work  of 
electrolysis  against  a  current  of  volume.  In  order  that  the 
conditions  might  more  nearly  approach  those  of  actual  gyne- 
cological electro-therapeutics,  I  recently  took  sixty-two  cells 
of  the  small  cup  battery  in  common  use,  and  measured  its 
current,  and  found  it  registered  116  volts  and  3|  amperes, 
though  it  would  not  maintain  this  strength  long.  I  placed  a 
3oO-ohm  resistance-coil  in  the  circuit  and  measured  accurately 
the  amount  of  electrolysis  of  a  cyanide  of  silver  solution  that 
this  current  could  do  in  eight  minutes.  I  then  took  twelve 
elements  of  a  larger-celled  battery,  but  with  the  same  fluid  to 
charge  it  as  in  the  other  instance,  and  found  there  were  24 
volts  and  12  amperes  registered.  Introducing  the  same 
resistance-coil  (350  ohms),  I  gave  it  the  same  work  to  do  with 
fresh  materials  that  had  been  accurately  weighed.  The  milli- 
amperemeter  marked  150  during  this  experiment,  and  the 
time  was  the  same  as  in  the  former  one.  Kesistance'  of  the 
coils  in  milliamperemeter,  in  the  silver  solution,  and  internal 
resistance  of  the  cells  not  noted.  The  most  careful  weighing 
of  the  copper  plates  upon  which  silver  had  been  deposited  in 
each  case  failed  to  discover  the  one-thousandth  part  of  a  grain 
of  difference  in  the  weight  of  the  deposit.     Evidently  voltage 
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is  not  necessary  beyond  a  limited  point  for  effectual  electro- 
lysis. 

A  strikintji;  fact  regarding  the  amperage  or  cnrrent-strength 
was  observed  wiien  recording  the  work  done  by  a  large-cell 
(and,  therefore,  large  amperage)  battery  in  contrast  with  a 
small  cup  battery.  Both  were  new  zinc-carbon,  bichromate 
of  j)otash  batteries  ;  the  large  cells  held  one  quart  of  Huid, 
and  the  small  ones  two  gills  each.  The  large-celled  battery 
in  series  yielded  11.2  volts  and  14  amperes,  which  was  used 
for  ten  minutes,  the  resistance  in  the  external  circuit  plus 
that  of  the  internal  resistance  and  meter  being  exactly  300 
ohms.  The  current-strength  did  not  fall  or  vary  during  the 
sitting. 

With  small  cells  with  the  same  voltage,  but  only  2.9 
amperes,  working  through  the  same  resistance,  the  amperage 
was  not  maintained  one  minute,  but  steadily  and  rapidly 
declined  through  the  sitting.  It  can  scarcely  be  doubted  that 
generators  which  furnish  small  amperage  can  never  give  as 
satisfactory  results  as  do  those  which  furnish  great  current- 
strength. 

Where  an  open-circuit  battery  is  used,  and  a  water  rheostat 
is  necessary  to  regulate  the  current,  then  this  resistance 
increases  the  tension  or  voltage  of  the  current  in  proportion 
to  its  volume,  and  so  it  comes  about  that  nearly  all  ojX'rators 
are  using  intentionally  or  unwittingly  currents  of  tension 
having  small  amperage.  Ohm's  law  is  always  quoted  in  this 
connection,  as  showing  that,  no  matter  what  sort  of  current 
you  start  with,  as  soon  as  resistance  is  interposed  in  the 
circuit  the  resultant  is  the  same.  Mathematically,  this  is  true 
when  all  possible  resistances  are  considered,  but  the  gynecolo- 
gist is  dealing  mainly  with  small  resistances,  and  desires  the 
chemical  disintegrating  effect  of  his  current.  If  M'e  could 
conceive  of  a  current  passing  through  its  circuit  without  any 
resistance, then  the  amperage  only  of  a  current  would  be  con- 
sidered, and  the  work  a  battery  would  do  would  depend 
entirely    upou  this  one  element.     The  smaller  the  resistance 
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the  greater  the  importance  of  this  element  of  cnrrent,  and  for 
the  chemical  effect  the  voltage  should  be  only  large  enough  to 
overcome  the  resistance. 

One  objecticm  to  high-voltage  currents  is  the  pain  they 
produce,  and  another  is  the  danger  of  serious  shocks  if,  from 
any  cause,  the  current  is  interrupted  during  the  seance.  A 
twenty-volt  current  that  has  six  to  ten  amperes  volume  is 
easily  borne,  and,  while  the  milliamperemeter  may  not  register 
more  than  60  to  80,  you  are  certain  of  better  results  than 
when  using  an  eighty-volt  current  having  only  one  am- 
pere volume,  unless  you  desire  cautery  effects. 

If,  therefore,  we  wish  to  cause  the  absorption  of  a  pelvic 
exudate,  or  the  dispersion  or  disintegration  of  a  fibroid  mass, 
a  current  of  volume  is  necessary;  but,  if  a  large,  hard  fibroid 
mass  is  to  be  treated,  a  current  of  tension  is  necessary,  as  in 
any  case  where  resistance  is  very  great.  For  this  reason  peri- 
toneal adhesions,  which  offer  very  great  resistance,  require 
currents  of  high  voltage,  but  the  softer  masses  that  conduct 
more  readily  do  not  require  the  same  kind  of  current.  I  call 
attention  to  this  fact  without  illustrating  it  clinically,  for  the 
reason  that  many  honest  men  are  denouncing  electricity  gener- 
ally l)ecause  the  quality  of  their  currents  has  not  been  suited 
to  their  cases;  and  if  a  little  attention  is  given  to  the  electrical 
side  of  the  question,  the  clinical  results  will,  I  belicive,  be 
better,  and  the  opinions  of  men  operating  will  be  modified 
somewhat. 

DISCUSSION. 

Dr.  Tremaine,  of  Buffalo. — I  am  very  much  interested  in 
Dr.  Ford's  paper  and  in  his  clear  statement  of  the  difference 
between  tension  and  quantity.  As  I  understand  it  he  made  ex- 
periments with  the  action  of  the  current  on  living  animal  tissue. 
Most  of  us  who  use  electrolysis  for  the  extirpation  of  fibroids 
einplijy  an  abdominal  electrode  and  an  intrauterine  electrode. 
I  have  treated  sixteen  cases  of  fibroids  in  this  way,  and  I  have 
never  been  able  to  obviate  intra-uterine  cauterization,  even  with 
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a  very  mild  current,  using  upon  the  negative  pole  a  little  salt, 
the  positive  pole  in  the  uterus,  and  regulating  the  current  with 
a  rheostat. 

Now,  I  would  like  to  ask  Dr.  Ford  to  explain  to  us,  if  the 
electrolysis  goes  on  through  the  intervening  tissues  and  abdomi- 
nal walls,  what  becomes  of  them  ?  I  would  like  very  much  to 
hear  an  expression  of  opinion,  as  this  question  seems  to  be  sub 
judice — that  is,  as  to  the  real  value  of  Apostoli's  method  of 
treating  fibroids.  I  confess  that  after  an  experience  in  sixteen 
cases  I  am  disappointed,  although  in  some  cases  hemorrhage 
has  been  arrested  and  other  benefits  derived,  and  possibly  a  retro- 
grade metamorphosis  may  have  taken  place,  as  we  know  such  a 
thing  does  sometimes  happen  from  other  causes,  and  even  spon- 
taneously; although  some  of  the  unpleasant  symptoms  have  been 
relieved  in  some  cases,  I  have  rarely,  if  ever,  seen  any  diminu- 
tion of  the  tumor  itself. 

Dr.  Ford. — In  the  ordinary  use  of  galvanism,  according  to 
Apostoli,  the  positive  or  indifferent  pole  conveys  the  current  to 
the  abdominal  wall  and  is  distributed  by  a  very  large  plate,  so 
that  the  condensation  of  the  current  is  avoided,  and  this  conden- 
sation only  occurs  at  the  point  of  the  internal  or  clieniically- 
decomposing  electrode,  the  chemical  decomposition  occurring  at 
the  negative  electrode. 

So  far  as  the  stopping  of  hemorrhage  is  concerned,  I  must 
confess  I  have  never  seen  very  much  benefit  from  the  positive 
electrode  over  that  of  the  negative.  I  presume  I  have  treated 
very  faithfully  one  hundred  and  fifty  cases  of  fil)roid  tumors 
with  electricity,  and  kept  notes  of  them  all,  and  I  cannot  .stop 
a  hemorrhage  with  a  positive  electrode  in  the  uterus  more  quickly 
than  I  can  with  the  negative  electrode.  I  cannot  stop  it  always. 
A  hemorrhagic  fibroid  is  a  very  hard  thing  to  deal  with,  with 
electricity  or  anything  else,  and  I  think  there  Apostoli's  method 
often  fails.  I  do  not  believe  a  positive  current  at  the  bleeding 
point  will  regulate  the  bleeding  unless  it  cauterizes. 

Dr.  Tremaine. — I  understood  Dr.  Ford  to  say  that  he  saw, 
in  his  experiments  on  living  tissue,  the  separation  of  the  fluids, 
and  I  do  not  exactly  understand  how  that  can  take  place  in  the 
fibroid  and  not  in  the  otiier  intervening  structures  and  tissues. 
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Dr.  Ford. — Electrolysis  occurs  chiefly  at  the  point  of  greatest 
resistance  to  the  current  and  at  the  point  of  condensation,  and 
normal  tissue  is  not  appreciably  affected  under  a  large  dispersion 
plate.  A  year  ago  I  made  experiments  as  to  what  these  fluids 
were  that  appeared  at  the  negative  electrode.  I  caught  in  a 
spoon  speculum  a  quantity  of  the  fluid  at  several  sittings,  so  that 
I  had  sufficient  for  a  pathologist  to  examine  carefully.  It  was 
an  intensely  alkaline  fluid,  having  a  strong  chlorine  smell.  With 
a  current  of  large  enough  volume  like  the  one  I  employed  a 
few  days  ago,  where  a  gentlemen  was  in  doubt  as  to  whether  he 
would  see  the  actual  process — a  battery  of  about  fifteen  of  these 
large  cells  with  an  amperage  of  about  10  A.,  we  saw  the  vagina 
bubble  full  of  it,  and  it  ran  out  over  my  instrument  and  I 
caught  it  and  showed  it  to  him.  This  will  occur  in  three 
minutes,  if  the  current  has  sufficient  amperage.  Of  course,  over 
the  large  plate,  if  you  test  it  afterward  you  will  find  it  is 
slightly  acid,  but  the  current  is  distributed  over  so  large  a  sur- 
face that  no  chemical  cauterization  takes  place.  When  I  first 
used  electricity  I  often  blistered  the  abdomen  with  my  abdomi- 
nal electrode,  but  I  never  have  that  trouble  now.  1  use  a  large 
plate  of  copper  covered  with  punk,  which  seems  to  me  to  be  better 
than  the  clay  electrode  of  Apostoli.  These  plates  I  have  of  all 
sizes,  large  enough  to  cover  the  entire  abdomen.  The  battery 
Avhich  I  use  is  a  modification  of  the  simple  bichromate  of  pot- 
ash cell,  the  zinc  plate  being  very  large,  and  on  each  side  of 
the  zinc  plate  is  clamped  the  carbon. 

Dr.  Henry  P.  C.  Wilson,  of  Baltimore. — What  electrodes 
does  the  doctor  use  in  treating  fibroids  in  the  cavity  of  the 
uterus? 

Dr.  Ford. — I  have  used  the  blunt  end  of  Apostoli's  needle, 
a  pure  platinum  needle,  one  end  of  which  is  like  a  uterine  sound. 
I  have  had  some  gas-carbon  electrodes  made  recently,  but  they 
are  very  difficult  to  get.  I  make  my  own  electrodes  by  taking 
a  piece  of  brass  wire  and  having  hammered  on  it  thin  platinum 
foil,  as  the  platinum  plating  is  of  no  use.  By  this  means  I  can 
make  the  electrode  of  any  shape,  and  the  platinum  never  comes 
off,  or  corrodes,  or  does  any  harm.     I  think  that  platinum  is  the 
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only  thing  that  should  ever  touch  mucous  membranes,  excepting 
perhai).s  the  gas-carbon. 

Dk.  a.  J.  C.  Skene,  of  Brooklyn. — The  doctor  has  raised 
many  questions  that  we  are  interested  in.  I  am  sure  that  I  am 
more  interested  than  well-informed  on  this  subject.  The  field  of 
electro-physics  hjis  always  been  somewhat  obscure,  and  I  do  not 
know  that  I  clearly  comprehend  him,  but  I  believe  I  am  right 
in  saying  that  Dr.  Tremaine's  question  remains  to  be  answered. 
If  I  am  mistaken  in  that,  Dr.  Ford  will  correct  me. 

First,  I  have  no  doubt  that  the  abdominal  walls  and  the  inter- 
vening tissues  between  the  electrode  and  the  fibroid  are  also 
acted  upon — that  is  my  impression.  I  have  no  doubt  there  is  a 
certain  degree  of  electrolysis  going  on  in  the  intervening  tissue 
as  well  as  in  the  tumor,  and  the  reason  why  the  tumor  disappears 
and  the  abdominal  walls  and  other  tissues  remain,  I  believe  to 
be  this:  The  fibroid  tumor  is  of  a  lower  vitality  than  the  other 
tissues ;  it  is  more  susceptible  to  decomposition,  and  electrolysis 
I  conceive  to  be  a  form  of  decomposition.  Highly-developed 
tissue  resists  electrolysis  more  than  the  fibroid,  and  even  if  it 
does  sustain  a  certain  electrolytic  action,  the  tissues  react  and 
regain  their  original  condition  while  the  fibroid  does  not.  This 
explanation  I  have  accepted  as  being  the  answer  to  the  question 
of  Dr.  Tremaiue.  If  I  am  wrong  in  that,  I  wish  Dr.  Ford  would 
correct  me. 

As  to  the  process  of  electrolysis,  I  have  always  understood 
that  it  was  nothing  more  or  less  than  the  decomposition  of  the 
fluid  of  the  tumor  or  tissue  into  hydrogen  at  the  seat  of  the 
negative  and  oxygen  at  the  positive  pole.  What  becomes  of  the 
tissue  after  the  fluid  has  been  decomposed  in  this  way  and  sepa- 
rated into  its  elementaary  principles,  I  do  not  know.  Beyond 
that  I  do  not  think  we  thoroughly  understand  the  changes  in  the 
tissue.  This  change  in  the  fluid  of  the  tissues,  however,  is  all 
that  is  necessary  to  lessen  the  nutrition  of  the  fibroid,  and  conse- 
quently if  not  to  diminish  its  size,  at  any  i  ate  to  arrest  its  growth. 
I  believe  that  to  be  the  fact,  at  least  that  is  the  way  I  have 
looked  at  it,  so  that  that  would  give  us  an  idea  of  its  action  and 
also  of  the  manner  in  which  it  affects  fibroids. 

I  am  very  glad  that  Dr.  Ford    brought   out    the   difference 
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between  electro-cautery  and  electrolysis.  I  long  ago  satisfied 
myself  that  cauterization  to  any  extent  is  not  necessary  in  order 
to  stop  the  growth  of  the  fibroid,  and  in  many  cases  to  reduce  its 
size.  I  think  it  is  a  mistake  ever  to  use  the  current  to  a  degree 
or  to  use  the  kind  or  quantity  of  current  that  would  produce 
cauterization,  unless  to  arrest  hemorrhage.  It  is  not  necessary, 
and  when  we  avoid  it  we  avoid  all  the  dangers  of  electrolysis, 
and  that  is  a  very  important  matter.  I  think  that  is  the  view 
which  is  now  accepted  by  the  practitioners  in  France.  I  am 
unable  to  recall  the  name  of  a  French  physician,  but  he  is  a 
distinguished  one,  who  has  used  electrolysis  in  fibroids  and  who 
stated  that  he  had  never  found  it  necessary  to  produce  cauter- 
ization in  order  to  get  all  the  typical  effects.  Again,  I  think 
this  answers  another  question  raised  by  Dr.  Treinaine  in  regard 
to  cauterization.  In  regard  to  the  proper  electrode  I  would 
differ  from  Dr.  Ford  ;  I  have  never  found  anything  equal  to 
the  clay  of  the  Apostoli  electrode.  Dr.  Ford  said  it  was  "  dirty." 
I  think  it  is  the  cleanest  thing  we  can  find  if  managed  properly, 
but  as  I  use  it  for  artistic  purposes  you  may  perhaps  say  that  I 
am  biassed  in  that  respect. 

Now,  if  we  use  the  positive  electrode  in  the  cavity  of  the 
uterus,  from  the  very  nature  of  electrolysis  you  will  get  a  certain 
charring  of  the  tissues  which  may  approach  cauterization,  and 
sometimes  we  get  stenosis  if  we  practise  electrolysis  with  the 
positive  electrode  in  the  cavity  of  the  uterus  and  use  a  strong 
current.  I  think  all  that  is  avoided  by  using  the  positive  elec- 
trode on  the  abdomen  and  the  negative  in  the  cavity  of  the 
uterus.  I  have  never  seen  cauterization  nor  anything  approach- 
ing to  it  when  I  used  the  negative  electrode  in  the  uterus  with 
a  large  positive  electrode  on  the  abdomen.  But  suppose  that 
stenosis  or  stricture  should  occur,  it  can  be  easily  relieved.  In 
fact,  electrolysis  is  a  recognized  treatment  for  stricture. 

Dr.  Tremaine. — I  asked  the  gentlemen  to  state  their  experi- 
ence, as  this  seems  to  be  one  of  the  active  questions  of  the  present 
day.  How  mauy  cases  of  fibroids  have  been  cured  by  Apostoli's 
method  ?  I  have  never  seen  one  myself  out  of  sixteen  in  my  own 
experience  and  that  of  other  gentlemen,  and  I  would  like  to 
know  whether  my  method  is  at  fault,  or  any  cases  are  really 
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cured.  I  would  be  inclined  to  credit  a  statement  made  by  Dr. 
Skene,  or  any  of  the  other  gentlemen  here,  more  than  I  would 
Apostoli's. 

Dk.  Skene. — The  answerto  that  question  will  entirely  depend 
upon  what  we  are  to  understand  by  cure.  If  we  mean  the  entire 
disappearance  of  the  fibroid,  I  have  never  seen  more  than  two 
cases  in  my  own  j)ractice,  and  one  or  two  which  Dr.  Tremaine 
would  doubt  a  little,  perhaps,  in  the  practice  of  others,  where  the 
tumor  disappeared  entirely.  If  he  will  accept  the  limited  use 
of  the  expression  "cure"  to  an  arrest  of  the  growth  of  the 
tumor,  and  relief  of  all  the  symptoms,  then  I  have  seen  a  large 
number  of  cures.  "  Symptomatic  cure  "  is  an  expression  we  hear 
now-a-davs,  and  it  is  a  good  one,  and  expresses  the  results  ob- 
tained. I  am  unable  to  give  you  figures,  but  if  you  will  take 
my  word  for  it,  I  have  seen  a  large  number  cured  in  that  sense. 
If  you  refer  to  the  work  of  Dr.  Keith,  in  which  he  gives  a  careful 
report  of  two  hundred  patients  and  over  treated  by  himself  and 
his  son,  Skene  Keith,  you  will  find  a  very  large  number,  I  think 
about  seventy  per  cent.,  cured  in  the  sense  of  the  patient  being 
entirely  relieved  and  the  tumor  arrested  in  its  growth,  and  in 
the  majority  of  cases  very  much  diminished  in  size. 

Now,  after  what  Dr.  Tremaine  said,  I  would  like  to  say  that  I 
would  accept  Dr.  Keith's  statements  quite  as  soon  as  those  of 
Apostoli,  but  I  would  say  here,  in  justice  to  the  distinguished 
Frenchman,  that  you  must  all  remember  that  any  man  who 
makes  a  discovery  such  as  Apostoli  did  becomes  an  enthusiast, 
and  when  he  describes  his  children  he  is  apt  to  endow  them  with 
a  little  more  color  than  they  show  to  other  people.  I  believe 
Apostoli  intends  to  be  very  honest,  but  he  has  probably  seen  his 
work  somewhat  through  a  magnifying-glass.  It  is  nothing  more 
than  we  should  expect  of  an  enthusiast,  especially  one  who  has 
done  such  good  work  as  Apostoli.  I  think,  in  the  main,  he  is 
correct.  Recently,  I  believe,  he  has  changed  and  inijiroved  very 
much  his  views,  and  that  is  a  sure  sign  of  a  true  scientist,  and 
should  increase  our  confidence. 

Dr.  Wilsox. — I  asked  Dr.  Ford  what  electrode  he  used  in 
the  cavity  of  the  uterus  in  cases  of  bleeding  myoma,  for  the 
rea-son  that  I  have  used  electricity  a  great  deal  in  such  cases. 
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Some  time  ago,  while  I  was  in  Paris,  Dr.  Apostoli  was  kind 
enough  to  procure  for  me  one  of  his  batteries  and  electrodes. 
In  the  ordinary  application  of  galvanism  I  use  the  platinum 
elcetrode  in  the  cavity  of  the  uterus,  excepting  where  I  have 
bleeding  myomas,  and  in  those  cases  I  use  carbon  electrodes,  of 
which  I  have  about  a  dozen  sizes,  and  it  makes  the  most  won- 
derful difference  in  cases  of  this  kind  whether  you  use  the 
platinum  electrode  or  the  carbon  electrode.  I  remember  very 
distinctly  seeing,  a  year  or  more  ago,  a  woman  who  had  a  great 
deal  of  trouble  with  a  bleeding  myoma.  There  was  nothing  left 
but  to  perform  hysterectomy,  or,  if  possible,  control  the  hemor- 
rhage with  electricity.  The  patient  could  not  bring  her  mind  to 
consent  to  a  hysterectomy,  and  I  was  not  j)repared  to  do  it.  I 
curetted  the  uterus  again  and  again,  and  followed  it  up  with 
all  sorts  of  treatment,  and  the  hemorrhage  would  be  controlled 
for  a  time,  and  return  just  as  often,  but  I  finally  succeeded  in 
controlling  it  perfectly,  and  I  cured  the  woman  by  the  use  of 
carbon  electrodes  of  different  sizes  in  the  interior  of  the  uterus, 
with  a  positive  current.  It  has  now  been  two  years  since  I 
treated  her,  and  when  I  heard  from  her  not  long  ago  she  said  she 
had  had  no  recurrence  of  the  hemorrhage.  I  do  not  suppose  the 
fibroid  is  entirely  gone,  but  she  is  a  comfortable,  useful,  and 
well  woman.  I  do  not  care  a  particle  whether  the  fibroid  is 
there  or  not,  so  long  as  I  have  made  her  useful,  comfortable, 
and  happy. 

Now,  Mr.  President,  the  benefit  to  be  derived  from  the  use  of 
electricity  in  treating  fibroid  tumors  depends  a  great  deal  upon 
the  kind  of  fibroids  to  which  we  apply  it.  If  we  have  an  intra- 
uterine pediculated  myoma  we  will  get  little  or  no  good  from 
electricity.  There  is  nothing  to  be  done  but  to  remove  the  myoma. 
If  we  have  a  subperitoneal  pediculated  fibroid,  and  use  elec- 
tricity, we  will  get  little  or  no  good  from  its  use.  If  we  have  a 
soft  or  edematous  fibroid  of  the  uterus,  and  use  electricity,  we 
will  get  no  benefit  to  that  myoma;  it  will  rather  grow  than 
diminish. 

But  if  we  have  an  intra-mural  fibroid,  or  where  the  tumor  is 
three-quarters  to  f)ur-fifths  embedded  in  the  walls  of  the  uterus, 
and  we  use  galvanism,  I  believe  that  in  a  large  majority  of  cases 
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we  can  cure  that  patient,  in  tlie  sense  referred  to  by  Dr.  Skene. 
I  believe  that  where  the  niyomata  are  very  large  we  rarely  gee 
them  disappear  altogether;  but  I  believe,  from  my  experience, 
that  we  can  so  stop  the  growth  of  these  tumors,  so  diminish  their 
effects,  so  reduce  their  vitality,  that  the  woman  will  be  a  comfort- 
able woman,  a  useful  woman,  enjoy  life,  and  attend  to  her  duties  juj^t 
as  much  as  if  she  had  no  remnant  of  the  fibroid  remaining  there. 

I  was  in  Paris  this  summer,  and  saw  a  good  deal  of  Dr. 
Apostoli.  His  clinic  was  crowded  with  men  and  women  from  all 
parts  of  the  world.  On  one  occasion  a  woman  came  in  with  a 
very  large  tumor.  She  looked  as  if  she  was  pregnant,  and  all 
ready  to  be  delivered.  He  called  me,  and  asked  me  to  examine 
the  woman,  and  give  my  opinion  as  to  what  kind  of  a  tumor 
it  was,  and  what  I  thought  of  electricity  in  the  case.  I  examined 
the  woman,  and  made  up  my  mind  that  in  the  first  place  it 
was  a  uterine  tumor,  and  second,  that  it  was  a  soft  oedematous 
myoma.  I  gave  him  that  opinion,  and  said  to  him,  "  There 
is  one  thing  I  can  tell  you  certainly — that  you  will  never  do  that 
woman  any  good  with  electricity,  and  I  think  it  will  do  her 
harm."  He  smiled,  and  said,  "  What  makes  you  think  so?" 
I  said,  "  I  will  ask  you  one  question  :  How  long  have  you  been 
attending  that  woman  ?"  He  said  he  had  attended  her  for  about 
three  months  a  year  previously.  She  had  then  disappeared,  and 
recently  came  back  for  treatment.  1  asked  him  if  it  was  not 
larger  now  than  twelve  months  before,  and  he  said  it  was.  I 
told  him  that  was  my  experience  in  America — that  where  I  had  a 
soft  oedematous  myoma  I  rather  did  the  woman  injury  thau 
good  by  using  electricity.  I  believe,  as  in  all  new  methods  of 
treating  disease,  we  are  apt  to  go  to  extremes;  we  are  apt  to  be 
too  enthusiastic  with  remedies.  So  with  electricity,  those  who 
have  followed  it  have  been  too  sanguine  and  too  enthusiastic  as 
to  its  effects  in  all  uterine  tumors.  I  believe  if  you  select  your 
cases,  and  use  electricity  intelligently,  that  where  many  women 
are  miserable,  and  there  is  nothing  left  to  them  but  hysterec- 
tomy, which  is  more  or  less  a  serious  operation,  you  will  make 
them  well  women  in  the  sense  referred  to,  comfortable,  able  to 
attend  to  their  duties  and  to  go  about  as  other  women. 

Dk.  !Mynteu,  of  Buffalo. — Ur.  Ford  has  called  attention  to 
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one  fact  which  I  tliink  in  a  measure  explains  why  some  phy- 
sicians get  electrolytic  action,  and  speak  about  electrolysis,  while 
others  get  electro-chemical  action,  and  speak  about  electro- 
chemistry. He  calls  attention  to  the  different  batteries,  one  con- 
sisting of  a  great  many  small  cells  giving  an  intense  current — 
that  is  the  one  which  most  of  us  use.  The  instruments  we  ordi- 
narily buy  from  the  dealer  produce  an  electro-chemical  action 
and  not  electrolytic  action,  according  to  Dr.  Ford's  statement. 
The  other  battery,  having  large  cells,  gives  a  great  deal  of  volume 
and  electrolytic  action,  and  that  is  exactly  the  kind  we  do  not 
see,  excepting  those  who  make  them  for  themselves.  I  think 
in  that  point,  if  Dr.  Ford  is  correct,  which  I  do  not  doubt,  may 
be  found  the  difference  in  the  general  belief  in  regard  to  elec- 
trolysis and  electro-chemical  action.  I  have  always  used  a 
battery  with  a  great  many  small  elements.  I  have  never  seen 
anything  I  could  call  electrolytic  action,  but  most  frequently 
electro-chemical  action,  with  the  formation  of  large  ulcers. 
Some  ten  years  ago,  when  I  was  younger  than  I  am  now  and  less 
cautious,  I  chloroformed  a  patient  and  stuck  a  large  needle  into  an 
extra-mural  fibroid  and  passed  a  current  from  forty-two  elements 
through  it,  producing  an  enormous  slough.  The  woman  did  not 
die,  but  with  the  needle  in  I  could  put  ray  finger  into  the  centre 
of  the  tumor  through  the  vaginal  wall.  I  think  we  owe  Dr. 
Ford  thanks  for  his  explanation. 

Dr.  George  Keith,  of  Edinburgh. — An  important  point  in 
treating  fibroids  by  electricity  is  the  matter  of  diagnosis.  It 
makes  a  great  difference  whether  you  make  a  good  diagnosis  or 
not.  A  physician  making  a  poor  diagnosis  and  treating  by  elec- 
tricity will  be  discouraged  ;  and  it  is  not  always  an  easy  matter  to 
distinguish  fibroids  from  ovarian  cysts,  etc.  I  know  of  a  very 
distinguished  surgeon  who  treated  an  ovarian  tumor  for  eight 
months  with  electricity,  and  then  he  said  he  did  not  consider  that 
electricity  was  any  use  for  fibroid  tumor;  so  I  think  one  of  the 
first  things  is  to  make  a  diagnosis  and  then  treat.  I  do  not  quite 
agree  with  Dr.  Skene  when  he  says  that  the  intra-uterine  pole 
has  not  a  cauterizing  action.  I  think  it  has  to  a  great  extent, 
and  that  the  stenosis  which  he  speaks  about  is  more  from  the 
decrease  in  the  size  of  the  tumor  and  the  decrease  of  the  cavity 
of  the  uterus  in  that  way. 
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Dr.  Roskbkugii,  of  Hamilton,  Ontario. — I  merely  wish  to  ask 
Dr.  Skene  and  Dr.  Wilson  a  question  :  Did  they  not  at  the  same 
time  use  medical  means,  such  as  giving  ergot,  at  the  time  they 
were  using  the  electricity  ? 

Dr.  Wilson. — For  years  I  have  tried  ergot  to  the  bitter  end ; 
it  has  no  more  effect  than  cold  water.  I  long  since  ceased  to  use 
it,  never  give  any  medicine  except  to  regulate  the  bowels,  and 
use  the  bromide  of  potash  for  the  nervous  system.  Years  ago 
I  did  give  ergot  hypodermically,  by  the  mouth,  and  in  other 
forms,  but  I  never  saw  it  have  the  slightest  effect  in  fibroid 
tumors. 

Dr.  Ford. — I  would  like  to  say  a  word  on  this  question  of 
recovery.  I  have  seen  cases  recover.  I  was  on  record  two  years 
ago  as  saying  that  I  never  saw  a  fibroid  tumor  entirely  disappear. 
I  have  since  that  time  seen  three  or  four  cases  in  which  the 
fibroids  totally  disappeared,  but  not,  however,  until  three  or  four 
months  had  elapsed  after  the  treatment  was  discontinued.  I 
have  a  very  good  record  of  half  a  dozen  of  these  cases.  I  re- 
ported one  case  of  fibro  cyst  in  a  woman  under  forty,  who  had 
not  yet  reached  the  menopause,  which  was  diagnosed  by  one  of 
the  members  of  this  Society  and  by  myself,  in  which  I  had 
applied  galvanism  for  some  three  months  with  very  marked  im- 
provement, but  still  the  tumor  had  not  entirely  disappeared.  Six 
months  after  I  read  the  paper  I  got  a  letter  from  the  lady's  hus- 
band, saying  that  the  tumor  had  disappeared.  He  said  that  the 
examination  of  the  physician  in  the  town  where  she  lived  failed 
to  reveal  it.  I  asked  her  to  come  to  town,  and  six  months  after 
the  pelvis  was  entirely  free  from  the  tumor.  There  are  a  few 
cases  of  recovery  in  that  sense.  I  think  if  you  carefully  examine 
the  work  of  Apostoli  you  will  find  that  he  does  not  claim  that  all 
tumors  disappear;  I  am  surprised,  though,  at  the  number  of 
small  fibroids  he  treats.  It  seems  to  me  to  be  useless  to  treat 
these  small  fibroids,  and  when  they  do  not  give  any  symptoms 
they  should  be  left  alone.  I  have  never  found  soft  ocdematous 
tumors  the  growth  of  which  could  not  be  arrested  by  galvanism, 
but  I  have  found  that  very  hard  fibroids  will  not  be  dispersed 
unless  you  proceed  to  cauterize.  I  have  such  a  case  now  in  which 
I  opened  the  abdomen  under  a  mistaken  diagnosis  of  ovarian 


DISCUSSION.  123 

cyst  which  filled  the  abdomen.  I  proceeded  to  operate  and  found 
a  fibroid  which  was  the  most  evenly  developed  of  any  tumor  I 
ever  saw,  and  very  hard.  The  abdominal  walls  were  very  thick, 
which  was  perhaps  an  excuse  for  the  error  in  diagnosis.  Ailer 
twenty  days  I  began  my  treatment  by  galvanism,  and  I  could 
make  no  impression  on  it  until  I  carried  it  to  a  point  of  cauter- 
ization. 

Dr.  Eugene  C.  Gehrung,  of  St.  Louis. — Does  Dr.  Ford  use 
the  puncture  electrode,  or  simply  through  the  intra-uterine? 

Dr.  Ford. — Both.  I  never  use  the  puncture  where  I  can  get 
inside  the  uterus.  I  use  either  the  platinum  or  carbon  elec- 
trode. 

Dr.  Gehrung. — It  seems  to  me  difficult  to  understand  that 
fibroid  tumors  may  be  made  to  disappear  by  applying  one  elec- 
trode within  the  uterus  and  the  other  on  the  abdominal  walls  or 
elsewhere,  and  by  passing  a  current  of  electricity  indirectly 
through  the  tumor  throw  the  full  burden  on  the  uterus,  an 
organ  which  is  by  no  means  devoid  of  sensibility  nor  vulnera- 
bility, without  perhaps  as  much  harm  to  the  latter  as  benefit  to 
the  former.  It  is  not  surprising  that  such  enormous  doses  are 
used,  and  yet  in  most  cases  but  a  doubtful  symptomatic  or  pallia- 
tive result  is  obtained. 

The  chances  for  dispersion  of  these  tumors,  it  seems  to  me,  are 
much  greater  when  the  electrode  is  inserted  directly  into  the 
tumors  by  means  of  a  puncture.  The  puncture  itself  disturbs, 
to  a  certain  extent,  the  vitality  of  these  growths,  in  which  pro- 
cess it  is  assisted  and  excelled  by  the  destructive  action  on  cell- 
growth  of  electrolysis,  which  takes  place  most  lively  in  the 
immediate  neighborhfiod  of  the  (cathode)  electrode.  A  much 
weaker  current  may  thus  be  used  and  a  much  greater  result 
may  be  obtained.  The  puncture  per  vaginam  can  be  rendered 
much  less  dangerous,  if  instead  of  the  usual  solid  (needle)  elec- 
trode, the  hollow  (canula)  electrode  proposed  and  devised  by  me 
a  few  years  ago  (American  Journal  of  Obstetrics,  Se])tember, 
1888)  is  used,  so  that  the  fluids  and  gases  produced  by  the  elec- 
trolytic process  may  freely  escape  through  the  canula,  instead  of 
being  pent  up  in  the  tumor  on  the  withdrawal  of  the  needle  or 
solid  electrode.  To  avoid  the  necessity  of  repeating  the  puncture, 
the  canula,  if  of  non-corrosive  material,  may  be  left  in  situ,  to  be 
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used  again  and  again  as  an  electrode  as  may  be  desired,  and  as  a 
drainage  tube  from  one  application  to  the  other  ;  since  the  elec- 
trolytic action  does  not  apparently  cease  with  the  withdrawal  of 
the  electricity,  but,  on  the  contrary,  as  my  experience  has  taught 
me,  continues  for  a  considerable  length  of  time,  though  to  less 
extent,  even  for  days,  and  thus  the  tumor  becomes  sapped,  its 
vitality  destroyed  or  diniinished,  and  it  shrinks  up  gradually. 

There  are  other  tumors  found  in  the  pelvis  which  respond  much 
better  to  the  electrolytic  puncture  than  do  fibroids.  These  are 
the  intra-ligaraentous  or  exudation  tumors,  the  product  of  iiiliam- 
niatory  processes  in  the  pelvic  tissues.  They  frequently  fill  the 
true  pelvis  and  rise  considerably  above  it  and  form  adhesions 
wherever  they  touch.  They  are  of  all  degrees  of  solidity,  even 
to  chondroid  hardness.  To  attempt  the  removal  of  these  by  the 
knife  would  be  worse  than  useless,  if  not  fatal.  These  tumors  are 
by  no  means  harmless,  as  they  may  destroy  the  patient  by  occlud- 
ing the  bladder,  the  rectum,  etc.  In  these  tumors  electrolysis 
aj)pears  to  be  the  remedy  par  excellence. 

I  have  treated  a  number  of  such  cases  by  electrolysis  with 
puncture,  and  have  obtained  excellent  results.  To  illustrate,  I 
shall  mention  one  case,  which  is  still  under  treatment.  In  this 
there  were  two  very  hard  tumors  filling,  by  the  addition  of  inter- 
mediate masses  of  infiltration,  every  available  space  in  the  small 
pelvis,  binding  down  the  hypertr()i)hied  and  rctroflexed  uterus. 
and  reaching  about  two  inches  above  the  symphysis  pubis. 
This  mass  was  completely  immovable,  and  caused  the  patient 
great  distress.  One  electrolytic  puncture  with  a  repeated  applica- 
tion of  a  current  strength  of  from  forty  to  seventy-five  milli- 
ampSres,  and  the  consequent  gradual  drai^iage  of  a  few  ounces 
from  each  of  slightly  sero-sanguinolent  fluid,  caused  such  a  de- 
crease in  size  and  loosening  of  the  adhesions,  that  I  was  enabled 
to  push  the  mass  out  of  the  small  pelvis,  and  to  support  it  there 
by  means  of  a  pessary,  to  the  great  relief  of  the  patient. 

This  is  the  instrument  by  means  of  which  I  treat  these  tumors. 
(Instrument  submitted.)  It  consists,  as  you  see,  of  a  trocar  and 
double  canula,  to  either  of  which — the  trocar  or  the  canula — the 
electrode  may  be  attached.  The  canula  is  short,  so  that  the  part 
not  buried  in  the  tumor  may  be  ensconced  in  the  vagina.     This 
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trocar  and  canula  is  plunged  into  the  tumor,  and  through  it  the 
current  is  applied.  Then  the  trocar  is  removed  and  the  canula 
is  left  in  position  to  act  as  a  drainage-tube  for  several  days,  while 
the  electrolysis  may  be  practised  daily  through  it  without  the 
necessity  of  repeating  the  puncture. 

If  by  accident  or  design  a  cavity  in  the  tumor  is  tapped,  we 
may  profit  by  the  fluid  contained  in  it  to  conduct  the  electricity 
to  the  cyst-wall,  after  which  the  contents  may  be  permitted  to 
escape  through  the  canula  by  removing  the  trocar.  If  it  is  found 
desirable  to  wash  out  the  cavity  of  the  cyst,  and  to  apply  thera- 
peutic agents  to  its  lining,  the  inner  canula  must  be  substituted 
for  the  trocar  just  removed.  The  outer  canula  must  be  connected, 
by  means  of  rubber  tubing,  with  a  vessel  containing  the  fluid  to 
be  used,  while  the  inner  canula  must  be  connected  by  the  same 
means  to  an  aspirator.  The  latter  being  set  in  motion,  any 
fluid,  such  as  water,  solution  of  bichloride  of  mercury,  tincture  of 
iodine,  etc.,  may  be  made  to  pa^^s  through  tlie  cavity  of  the  cyst, 
without  danger  of  forcing  any  of  it  into  the  surrounding  tissues 
or  organs,  as  the  fluids  are  drawn  into  the  cyst  as  by  a  siphon 
instead  of  being  forced  into  it  as  by  injection. 

The  electrolysis  causes  adhesions  between  the  different  tissues 
through  which  the  canula  passes,  and  thus  connects  the  interior 
of  the  tumor  or  cyst  with  the  vagina  by  a  straight  fistulous  tract. 
Infiltration  of  fluids  into  the  intermediate  spaces  becomes  through 
this  extra  safeguard,  as  well  as  through  the  presence  of  the 
drainage-tube,  an  impossibility  ;  thereby  rendering  the  puncture 
by  electrolysis  a  much  more  safe  procedure  than  even  the  punc- 
ture by  an  ordinary  aspirator  needle. 

Dr.  Skene.— The  question  asked  by  Dr.  Rosebrugh  is  one  of 
experience  largely.  Dr.  Wilson,  I  think,  answered  it  fully 
according  to  his  observations.  I  may  add  a  little  of  my  experi- 
ence to  that  of  Dr.  Wilson. 

In  regard  to  the  use  of  other  means  conjoined  with  the  use  of 
electricity  I  would  say  this :  In  my  cases  I  have  employed  other 
means;  I  seldom  use  ergot  now,  but  I  did  use  it  long  before  we 
got  any  idea  of  electrolysis,  but  I  have  abandoned  it  long  ago. 
In  the  case  of  a  submucous  tumor  with  a  tendency  to  become 
pediculated,  or  in  one  that  is  undergoing  the  natural  mode  of 
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elimination  by  the  contraction  of  the  uterus,  ergot  will  help  to 
carry  on  the  process,  but  those  are  the  cases  which  do  not  call 
for  electrolysis. 

We  often  have  patients  who  suffer  so  much  from  menor- 
rhagia,  that  it  is  difficult  to  treat  them  even  with  the  carbon 
electrode.  In  these  cases  I  generally  curette  the  cavity  of  the 
uterus  and  iu  that  way  control  the  hemorrhage  for  a  time.  The 
bleeding  in  fibroids  is  due  first  to  the  presence  of  the  fibroid, 
but  largely  to  the  endometritis  developed  by  the  presence  of  the 
neoplasm.  In  these  cases  we  can  make  much  better  progress  by 
removing  the  hypertrophied  portion  of  the  mucous  membrane, 
and  in  that  way  controlling  the  hemorrhage  to  some  extent, 
and  then  the  electrolysis  will  continue  the  treatment.  In  these 
I  invariably  apply  iodine  thoroughly  to  the  mucous  membrane 
at  each  seance  before  using  electrolysis,  for  two  reasons — because 
it  is  the  best  means  I  know  of  for  controlling  the  tendency  to 
proliferation  of  the  mucous  membrane,  and  because  it  is  a  dis- 
infectant. I  believe  much  can  be  done  in  the  way  of  making 
the  treatment  safe  by  thoroughly  disinfecting  the  cavity  before 
introducing  an  electrode.  In  cases  in  which  the  hemorrhage  is 
not  so  marked  I  would  use  the  ordinary  disinfectant,  such  as 
bichloride,  which  I  employ  in  other  departments  of  surgery,  but 
in  obstinate  cases  of  hemorrhage  I  have  used  iodine  and  hydrastis 
Canadensis  internally  with  good  results.  I  believe  that  the  latter 
has  a  good  influence  on  the  mucous  membranes  of  the  uterus,  and 
it  is  harmless  in  its  effects.  I  have  often  used  it  in  connection 
with  curetting,  iodine,  and  electricity. 

Dk.  Fokd. — I  would  like  to  ask  the  gentlemen  not  to  forget 
the  principal  point — that  the  current  carried  by  your  electrode 
must  be  sufficient  to  produce  electrolysis.  If  you  want  electro- 
lysis to  cure,  you  must  have  a  sufficient  quantity  of  electricity  to 
produce  electrolysis 
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At  the  last  meeting  of  this  Society  I  presented  a  paper 
advocating  vaginal  fixation  of  the  stump  in  abdominal  hyster- 
ectomy,' and  related  an  illustrative  case.  Having  now  had 
an  experience  of  eight  cases  in  point,  and  having  found  it 
expedient  to  modify  in  some  details  the  procedures  then 
described,  I  have  deemed  it  best  to  supplement  last  year's 
paper  by  a  short  report. 

The  method  then  presented  consisted  in  making  a  stump 
of  the  Schr5der-Martin  intra-peritoncal  variety,  and  then 
(instead  of  dropping  it  in  the  abdominal  cavity)  separating 
the  bladder  from  tiie  cervix,  cutting  and  tearing  down 
through  the  anterior  vaginal  wall,  anteverting  (not  inverting) 
the  stump  into  the  vagina,  and  holding  it  there  by  tenaculum- 
forceps.  The  peritoneal  cavity  was  closed  over  the  stump  by 
suturing  the  reflected  edge  of  the  bladder  peritoneum  to  the 
posterior  surface  of  the  stump  with  catgut. 

In  my  first  case  I  did  not  carry  out  my  plan  completely, 
but,  after  putting  an  elastic  ligature  around  the  cervix,  cut 
off'  the  tumor,  opened  into  the  anterior  vaginal  fornix,  and, 
with  the  rubber  ligature  attached,  turned  the  stump  forward 
through  the  opening  made  into  the  vagina. 

In  my  next  case  (December  14,  1889,  at  the  Woman's 

1  A  New  Method  of  Treating  the  Stump  in  Vaginal  Hysterectomy,  1889. 
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Hospital)  I  carried  out  tlie  method  as  I  had  planned  it,  and 
had  a  smooth  recovery,  without  sloughing  or  untoward  symp- 
toms of  any  kind,  except  that  my  sutures,  which  were  silk, 
ulcerated  out. 

In  my  third  case  (Mrs.  C,  Woman's  Hospital,  February  1 5, 
1890)  I  ligated  the  uterine  artery  on  either  side  with  silk, 
sewed  up  the  stump  edges  with  catgut,  turned  the  stump 
anteriorly  into  the  vagina,  and  held  it  there  by  clamp-forceps, 
but  used  no  compression.  I  drained  the  abdominal  cavity 
through  the  abdominal  incision.  The  sutured  edges  of  the 
stump  sloughed,  but  the  broad,  shovel-shaped  blades  of  the 
forceps  enclosed  it  almost  completely,  and  thus  protected  the 
living  parts  from  septic  danger.  The  slough  came  off  on  the 
ninth  day.     She  made  a  good  recovery. 

In  my  fourth  case  (Mrs.  Mary  M.,  Woman's  Hospital, 
April  9,  1890)  I  sewed  up  the  stump  as  iu  the  third  case,  and 
clamped  it  iu  the  vagina.  Abdomiual  cavity  not  drained  ; 
recovery  prompt  and  uneventful,  except  that  the  stump 
sloughed  ;  so  little  was  the  disturbance  produced  by  it  that  I 
did  not  know  that  sloughing  had  occurred  until  April  20th, 
eleven  days  after  the  operation.  The  clamp-forceps  enclosed 
it  almost  completely.     The  slough  came  off  iu  twelve  days. 

The  operation  in  the  fifth  case  (Mrs.  B.,  Woman's  Hos- 
pital, April  17,  1890)  was  done  the  same  a^  iu  the  last  two, 
except  that  I  used  ordinary  tenaculum-forceps  on  the  stump. 
The  sloughing  caused  a  temperature  of  100f°  F.,  but  no  other 
trouble.     Stump  came  off  iu  ten  days. 

In  the  sixth  case  (Mrs.  P.  A.  P.,  Woman's  Hospital,  April 
18,  1890)  the  stump  was  treated  the  same  as  in  the  fifth  case, 
but  it  was  nearly  two  inches  long,  including  some  of  the 
uterine  body.  The  bladder  was  drawn  high  up,  intimately 
adherent,  and  was  wounded  while  being  separated.  I  sewed 
up  the  rent  in  it  with  a  catgut  puckering  string,  and  brought 
the  ends  down  into  the  vagina.  The  peritoneal  cavity  was 
shut  off  above  the  bladder-wound  by  suturing  the  peritoneal 
edges  of  the  stump,  as  in  all  the  other  cases.     The  edges  of 
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the  stump  sloughed  off  in  eleven  days.  The  bladder-wound 
healed  by  first  intention. 

In  none  of  these  cases  were  there  any  symptoms  of  peri- 
tonitis, either  abdominal  or  pelvic.  In  all  but  one  the 
abdominal  surface  remained  flat  or  concave. 

The  seventh  case  (Mrs.  H.  F.,  Woman's  Hospital,  April 
25,  1890)  was  different  from  these  in  that  the  patient  died  of 
general  septic  peritonitis  at  the  beginning  of  the  fourth  day, 
and  was  subjected  to  a  post-mortem  examination.  The  ab- 
dominal walls  were  four  inches  thick,  and  the  tumors  so  thor- 
oughly imbedded  in  both  broad  ligaments  that  their  removal 
had  been  almost  impossible,  and  had  involved  a  long  exposure 
and  considerable  handling  of  the  intestines.  The  peritonitis 
was  much  less  in  severity  in  the  pelvis  than  higher  up,  about 
the  al)dominal  incision,  where  it  had  advanced  to  suppuration. 
The  end  of  the  stump  was  beginning  to  undergo  necrosis,  was 
quite  a  distance  below  the  well-united  edges  of  the  peritoneal 
membrane,  and  had  caused  no  change  in  it.  The  death  was 
entirely  unconnected  with  the  treatment  of  the  stump,  and 
afforded  an  opportunity  for  verifying  the  fact  that  the  peri- 
toneum is  completely  and  safely  shut  off  by  this  method. 
The  stumps  of  the  broad  ligaments  lay  on  either  side  of  tlie 
pelvis,  and  the  whole  field  of  the  operation  looked  like  a 
single  line  of  fine  sutures  across  the  bottom  of  the  cavity. 
The  fatal  case  proved  the  usefulness  of  the  method  more 
convincingly  than  the  successful  ones. 

It  is  noticeable  that  in  each  of  these  cases  the  upper  end  of 
the  stump  sloughed,  except  in  the  second,  in  which  the 
stitches  ulcerated  out.  This  was  partly  due  to  the  interference 
with  circulation  by  the  sutures  in  the  thin  edges,  and  partly 
to  the  constrained  position  of  the  cervix  after  ligating  the 
uterine  arteries.  Compression  did  not  cause  it,  because  in 
some  cases  tenaculum-forceps  were  used.  The  sloughing, 
however,  caused  so  little  disturbance  when  the  protecting 
clamp-forceps  were  used,  that  I  concluded  to  simplify  matters 
at  subsequent  operations  by  putting  on  the  clamp  as  tightly  as 
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possible,  and  liasteuing  the  formation  and  separation  of  the 
slou<2;h,  the  same  as  in  ventral  fixation.  We  might  prevent  the 
necrosis  of  the  thin  edges  by  cntting  the  stump  square  off,  and, 
after  ligating  with  silk,  searing  with  actual  cautery,  to  prevent 
hemorrhage  and  granulation  ;  but  this  would  not  prevent  the 
silk  ligatures  from  ulcerating  and  causing  a  fistulous  track  in 
case  they  were  embedded  too  deeply  to  be  readily  removed. 

In  the  eighth  case  (Mrs.  Mary  S.,  Woman's  Hospital,  Sep- 
tember 1,  18'JO)  I  thus  simplified  the  operation,  and  gave  up 
the  attempt  to  prevent  sloughing  or  ulceration  of  the  stump. 
After  .^^eparating  extensive  pelvic  and  intestinal  adhesions  over 
the  site  of  an  old  suppurating  hcematocele,  tying  the  broad 
ligaments,  .separating  the  bladder,  and  placing  the  elastic 
ligature,  I  cut  off  the  tumor,  and  ligated  the  stump  just  above 
the  rubber  tubing  in  four  parts  with  strong  silk.  I  then 
hollowed  it  out  in  the  centre,  and  drew  the  anterior  and  pos- 
terior peritoneal  edges  together  with  two  long  silk  threads. 
Thus  the  stump  was  flattened  antero-posteriorly,  and  prepared 
for  the  clamp,  and  at  the  same  time  furnished  with  silk 
threads  to  be  u.sed  in  pulling  it  down  into  the  vagina.  It 
now  took  but  a  moment  to  force  a  pair  of  haemostatic  forceps 
through  the  anterior  vaginal  wall,  enlarge  the  opening  thus 
made  laterally  and  anteriorly,  turn  down  the  cervix,  and 
clamp  it  tightly.  The  rest  of  the  operation  was  as  in  the 
preceding  cases.  In  this  case  I  wasted  no  time  in  accurately 
sewing  up  the  edges  of  the  stump,  but  clamped  it  within  the 
vagina,  so  as  to  produce  necrosis  as  quickly  as  possible.  The 
temperature  went  as  high  as  100|°  only  twice:  once  on  the 
third,  and  once  on  the  fourth  day.  After  the  sixth  day  it 
never  reached  100°  F.,  and  was  recorded  as  normal  every 
morning  except  the  third  and  fourth  mornings.  The  pulse 
was  seldom  up  to  80,  and  often  below  70.  The  slough  sepa- 
rated on  the  fourteenth  day.  Abdominal  wound  healed  by 
first  intention.  The  tumor  was  the  size  of  an  adult  head. 
One  per  cent,  vaginal  douches  were  used  every  six  hour?  after 
the  third  day. 
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The  characteristic  steps,  then,  of  the  operation  as  I  now 
perform  it  are  these:  Ligatethe  broad  ligaments  ;  separate  the 
bladder  from  the  cervix ;  put  on  a  temporary  elastic  ligature 
below  the  tumor ;  transfix  and  out  off  the  mass  above ; 
ligate  the  stump  in  several  parts  with  silk ;  remove  the  elastic 
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Clamp  forceps. 
Fig.  2. 


C.  Clarap  forceps  applied;  p.  Position  of  stump  in  ventral  fixation; 
n.  Normal  position  of  uterus. 

ligature ;  perforate  the  anterior  vaginal  wall  in  front  of  the 
cervix ;  turn  the  stump  forward  into  the  vagina,  and  clamp 
it  firmly  there ;  sew  the  peritoneal  edge  that  was  separated 
along  with  the  bladder  from  the  anterior  surface  of  the  uterus, 
to  the  posterior  surface  of  the  stump,  so  as  to  close  oiF  the 
peritoneal  cavity  from  the  vagina;  close  the  ventral  incision, 
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with  or  without  toilet  and  drainage,  as  in  other  cases.  A 
small  strip  of  iodoform  gauze,  stuffed  from  below  into  the 
rent  in  the  anterior  vaginal  wall,  and  left  for  twenty-four 
or  thirty-six  hours,  may  be  used  to  prevent  any  possible 
accumulation  of  discharge  at  that  point.  The  time  occupied 
in  separating  the  bladder  and  anterior  vaginal  wall  from  the 
cervix  and  putting  on  the  clamp-forceps  should  be  no  longer 
than  for  the  preparation  and  adjustment  of  the  stump  in 
ventral  fixation.  The  other  steps  are  practically  the  same. 
Bladder  wounds  can  be  treated  extra-peritoneally  without 
displacement  of  the  viscus  (see  the  sixth  case). 

As  to  the  final  position  of  the  cervix  :  In  each  case  the 
shortened  upper  end  worked  its  way  back  into  the  connective 
tissue  behind  the  bladder,  so  that  in  a  few  weeks  the  os  and 
the  cervical  canal  were  normal  as  to  position  and  mobility. 

A  superficial  examination  would,  in  most  cases,  lead  a 
stranger  to  believe  that  a  normal  fundus  uteri  was  there  in 
a  normal  position.  Bladder  symptoms  were  not  present  in 
any  case.  A  more  desirable  consummation  could  scarcely  be 
looked  for.^ 

DISCUSSION. 

Dr.  Howard  A.  Kelly,  of  Baltimore. — Mr.  President,  in 
listening  for  the  ^nt  time  to  a  paper  containing  a  novel  propo- 
sition for  the  conduct  of  an  important  surgical  procedure,  it  is 
impossible  to  criticise  and  do  full  justice  to  its  merits.  I  shall, 
therefore,  first  use  my  privilege  in  opening  the  discussion,  to  speak 
critically  of  various  modes  of  treatment  of  the  stump  in  fibroid 
tumors. 

It  is  important  to-day  to  keep  constantly  in  mind  the  fact 
that  fibroid  tumors  are  practically  of  four  classes : 

1.  Smaller  submucous  tumors  within  the  uterus  and  sometimes 
pediculated.     These  can  easily  be  removed  through  the  cervix. 

2.  Sessile  or  pediculated  subserous  tumors,  or  large  submucous 

'  Since  writing  this  pajier,  I  have  operated  upon  two  other  cases  in  this 
manner,  both  times  successfully. — 11.  T.  B. 
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growths,  which  can  be  removed  through  the  abdominal  incision 
by  enucleation  (myomectomy)  without  the  sacrifice  of  any  sub- 
stantial part  of  the  uterus. 

3.  Large  tumors  occupying  the  body  of  the  uterus,  in  which 
it  is  possible  to  form  a  pedicle  by  tying  and  cutting  down  through 
the  broad  ligaments  to  the  uterine  body  below  the  mass,  which 
can  then  be  constricted  and  removed  by  supra-vaginal  hysterec- 
tomy (hystero-myoraectoray). 

4.  Finally,  there  is  a  class  which  includes  the  cases  which 
every  one,  by  a  tacit  consent,  seems  to  shun  discussing ;  this  is  a 
well-defined  class  of  exceedingly  difficult  cases,  in  which  the 
patient  usually  dies  during  or  soon  after  an  operation ;  here  the 
fibroids,  extending  from  fundus  to  cervix,  spread  out  laterally  in 
the  broad  ligaments  down  toward  the  vagina  and  up  under  the 
peritoneum,  presenting  no  suggestion  of  a  pedicle.  The  loss  of 
blood  during  the  operation  is  excessive,  and  the  patient  usually 
dies  of  shock  within  two  or  three  days.  These,  we  might  say,  are 
a  class  of  atypical  cases,  as  each  one  differs  from  the  rest,  and 
no  well-defined  procedure  has  been  proposed  by  which  we  can 
safely  attack  them. 

To-day  we  are  discussing  Class  3,  that  is,  those  cases  in  which 
we  can  get  a  pedicle  with  more  or  less  facility  ;  and  we  must 
constantly  remember  that  these  are  the  most  successful  cases 
under  any  of  a  number  of  plans  of  treatment  already  in  practice. 

Such  cases  ought  always  to  exhibit  a  slight  mortality,  in  some 
measure  approximating  the  mortality  of  ovariotomy. 

Dr.  Byford's  suggestions  relate  to  this  class  ;  let  us,  therefore, 
consider  what  are  the  important  factors  to  be  borne  in  mind  in 
building  up  a  plan  of  treatment  for  these  cases. 

The  factors  are  these.  In  the  first  place,  the  operation  differs 
from  ovariotomy  because  we  have  to  deal  with  a  large  muscular 
pedicle,  which  is  liable  to  contract,  so  that  ligatures  which  com- 
pletely controlled  the  hemorrhage  at  the  operation  may  relax 
within  a  few  hours  by  the  contraction  of  the  tissues  in  the  stump, 
giving  rise  to  a  dangerous  hemorrhage.  The  next  important 
factor  is,  that  the  stump  invariably  contains  part  of  the  lumen  of 
the  uterine  canal.  Here  is  a  dangerous  source  of  contamination 
often  producing  sepsis. 
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Two  opposite  plans  of  treatment,  destined  to  overcome  these 
difficulties,  have  found  general  favor  in  these  cases  ;  first,  by 
sewing  up  the  raw  surface  of  the  stump  and  dropping  the  pedicle 
into  the  abdominal  cavity  with  or  without  drainage,  and  the 
second,  by  treating  the  pedicle  outside  of  the  abdominal  cavity. 
A  third  plan  (my  own)  combines  the  extra-  and  intra-peritoneal 
treatment. 

The  method  of  dropping  the  pedicle  back  into  the  abdominal 
cavity  had  such  a  frightful  mortality  at  the  outset  that  men 
everywhere  abandoned  it,  leaving  Schroder  alone  to  continue 
his  efforts  in  the  hope  of  perfecting  the  technique  and  improving 
the  results.  Now,  at  length,  the  persistent  efforts  in  this  direc- 
tion, owing  to  a  most  thorough  disinfection  of  the  stump,  and  a 
new  plan  of  suturing  together  the  opposite  faces  of  the  stump  in 
the  hands  of  Zweifel,'  of  Leipzig,  have  proved  so  successful  that 
this  has  again  become  a  legitimate  and  an  admirable  procedure. 

Hegar's  is  the  external  method,  which,  as  you  all  know,  con- 
sists in  constricting  the  base  of  the  tumor  with  an  elastic  ligature, 
and  suspending  it  with  the  parietal  peritoneum  united  to  the 
stump  just  below  the  ligature  in  the  lower  angle  of  the  abdominal 
wound  and  waiting  until  the  distal  end  of  the  stump  sloughs  off. 
This  method  has  yielded  excellent  results,  and  was,  in  fact,  for  a 
long  time  the  best,  but  it  is  surely  repugnant  to  any  surgeon,  in 
the  presence  of  another  procedure  offering  as  good  chances,  minus 
the  constricting  sloughing  process — about  as  unsurgical  as  it 
would  be  to  amputate  a  finger  by  tying  a  string  tightly  around 
it  and  waiting  for  the  sloughing  process  to  remove  it.  In  addi- 
tion to  this  the  method  often  presents  a  serious  mechanical  diffi- 
culty :  when  the  stump  is  short  it  can  hardly  be  dragged  high 
enough  to  be  attached. 

My  own  plan  has  been  to  close  up  the  raw  face  of  the  stump 
carefully,  as  in  Schroder's  method,  bringing  the  flaps  together 
by  a  series  of  buried  sutures,  and  when  the  edges  are  reached  to 
use  a  series  of  interrupted  superficial  sutures,  left  long  enough 
to  suspend  the  stump  afterward  in  the  lower  angle  of  the 
abdominal  wound. 

The  stump  thus  sewed  up  is  like  an  old-fashioned,  closed  purse, 

1  Treatment  of  the  Stump  after  Supra-vaginal  Hysterectomy. 
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and  is  attached  at  the  lower  angle  of  the  incision  by  uniting  the 
parietal  peritoneum  of  the  abdominal  wall  to  the  stump  just 
below  the  closed  mouth  of  the  purse,  usually  just  above  the 
position  of  the  rubber  ligature  which  has  previously  been  re- 
moved. In  this  way  a  short  stump  can  be  suspended  with  ease. 
The  abdominal  wound  is  closed  down  to  the  stump,  and  the 
pocket  between  the  stump  and  the  skin  is  packed  with  gauze. 
Through  a  little  slit  in  the  middle  of  a  large  square  of  gauze 
laid  upon  the  abdomen,  the  long  sutures  on  the  face  of  the 
stump  are  drawn  and  grasped  in  a  pair  of  ordinary  long  clamp 
forceps.  Over  this  the  ordinary  dressing  and  binder  are  applied. 
Often  the  wound  needs  no  attention  for  six  or  eight  days.  This 
method  has  stood  the  test  of  about  nine  cases  with  one  death, 
which  was  due  to  chronic  visceral  lesions.  I  have  two  cases  at 
the  hospital  now,  in  which  the  recovery  has  been  as  simple  as 
though  I  had  performed  an  easy  ovariotomy. 

Dr.  Byford  has  just  now  offered  us  another  alternative,  also 
limited  to  this  third  class  of  cases.  His  proposal  would  seem  in 
some  cases  to  be  a  simple  and  effective  means  of  disposing  of 
the  stump,  but  it  must  be  conducted  with  great  care  as  to  the 
details,  particularly  in  the  exclusion  of  the  general  peritoneum 
from  the  wound  area  and  the  opening  in  the  vagina  by  careful 
suture.  It  must  be  difficult  to  apply  when  dealing  with  a  very 
broad  pedicle  or  a  long  pedicle,  such  as  we  make  when  the  tumor 
is  limited  to  the  fundus  uteri.  A  further  point  of  disadvantage 
must  be  the  additional  technique  called  for  in  splitting  the  vagina 
in  the  anterior  fornix. 

I  congratulate  Dr.  Byford  on  his  originality,  and  the  result  in 
the  cases  just  reported,  in  which  he  has  tested  his  method,  and 
feel  that  we  shall  all  look  with  interest  for  further  news  from 
him  in  this  direction. 

Dr.  a.  W.  Johnstone,  of  Cincinnati.— Dr.  Polk  has  had  as 
much  to  do  with  the  management  of  that  last  class  of  tumors 
which  give  us  very  thick  pedicles  as  anybody,  and  I  believe  that 
I  voice  the  sentiment  of  this  body  when  I  ask  for  his  ideas  upon 
the  subject. 

Dr.  William  M.  Polk,  of  New  York.— The  subject  is  one 
of  such  breadth  that  I  shall  gladly  avail  myself  of  Dr.  Johnstone's 
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suggestion  to  confine  my  remarks  to  the  method  to  be  ado[)tcd 
in  the  treatment  of  the  last  class  of  cases  enumerated  by  Dr, 
Kelly.  As  Dr.  Kelly  has  justly  said,  they  really  constitute  the 
difficult  cases  now  before  us — so  difficult,  in  fact,  that  I  suspect, 
if  statistics  were  to  be  based  on  the  mortality  attending  the 
removal  of  that  class,  it  would  mount  so  high  as  to  give  the 
enemies  of  hysterectomy  an  admirable  chance  to  boast  themselves 
of  the  wonderful  results  to  be  obtained  by  electricity  in  prefer- 
ence to  hysterectomy.  Therefore,  it  appears  to  me  that  those  of 
us  who  are  interested  in  this  subject  sufficiently  to  stand  for  the 
surgical  treatment  of  a  certain  class  of  cases  of  fibroma,  are 
compelled  to  do  our  utmost  to  remove  the  stigma  which  as  yet 
rests  upon  this  class. 

That,  then,  being  the  case,  in  common  with  many  others  I 
have  given  some  attention  to  the  development  of  a  plan  by  which 
we  could  relieve  the  patients  and  yet  keep  down  the  mortality 
rate.  I  am  free  to  say,  sir,  that  the  plan  adopted  has  been  but 
little  more  than  a  modification,  or  better  speaking  still,  an  adap- 
tation of  one  suggested  by  Dr.  Miner,  of  Buffiilo,  in  the  treat- 
ment of  non-pediculated  ovarian  tumors,  namely,  by  a  process 
of  enucleation.  That,  in  substance,  is  the  method  adopted  in  the 
treatment  of  these  cases.  Those  of  us  who  have  dealt  with  them 
recognize  fully  the  breadth  of  attachment  which  we  may  have, 
but  we  can  always  rely  upon  the  anatomy  of  the  organ.  We 
can  always  rely  upon  its  receiving  its  blood  through  four  well- 
established  routes,  two  upon  each  side.  Although  there  may  be 
blood-supplies  from  adhesions,  as  a  rule  the  hemorrhage  to  be 
expected  from  such  adhesions  is  so  slight  that  practically  we  may 
exclude  them.  We  have,  then,  four  sources  of  hemorrhage, 
two  ovarian  and  two  uterine  on  either  side,  which  we  can  secure, 
and  enucleation  in  the  class  of  cases  suggested  can  be  accom- 
plished. I  admit,  sir,  that  the  difficulties  of  stripping  off  the 
outer  covering  of  the  uterus  with  a  broad  base,  a  bttse  containing 
a  fibroma  for  iiistance,  is  by  no  means  an  easy  matter.  It 
partakes  much  more  of  a  dissection  than  a  simple  stripping-off 
process,  and  in  that  lies  really  the  objection  to  the  procedure. 
Fortunately,  however,  this  objection  can  only  apply  to  the  pos- 
terior region  of  the  growth,  as  anteriorly — that  is,  between  the 
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layers  of  the  broad  ligaments  and  in  front  of  them  the  peritoneum 
is  as  loosely  attached  as  in  the  case  of  ovarian  tumor,  of  which 
I  have  spoken.  Your  dissection,  therefore,  is  confined  to  the 
posterior  aspect  of  the  growth. 

I  will  avail  myself  of  Dr.  Kelly's  sketch  on  the  board  here,  as 
I  have  frequently  had  proof  of  his  superiority  in  that  direction 
as  an  aid  to  demonstration,  simply  saying  that  along  here  is 
the  broad  ligament,  and  out  here  within  it  are  some  irregular 
growths,  w^hich,  with  the  aid  of  your  imagination,  you  will  be 
able  to  appreciate  as  fibroid  projections.  Having,  then,  growths 
of  the  character  in  question  that  spring  from  the  lower  seg- 
ment of  the  uterus,  you  make  your  abdominal  incision,  and 
deliver  your  tumor  exactly  as  we  now  do  in  the  well-recognized 
procedure.  Then  you  tie  from  above  downward,  tying  as  you  go, 
remembering  the  well-recognized  anatomical  relations,  securing 
the  ovarian  vessels  on  either  side,  giving  yourself  ample  room  for 
shrinkage  of  tissue,  and  tying  as  closely  to  the  uterus  as  you  can, 
taking  care  to  get  rid  of  your  ovaries  as  you  go.  Then  tie  the 
pampiniform  plexus.  Using  forceps  to  control  bleeding  from  the 
uterine  end  of  vessels,  work  your  way  down  until  you  have 
reached  a  point  about  three  inches,  we  will  say,  from  the  junc- 
tion of  the  cervix  with  the  vagina,  the  utero-vaginal  junction. 
Then  feel  along  the  side  of  the  uterus  for  the  uterine  artery. 
That  is  really  the  difficult  step  in  the  operation,  to  find  the 
uterine  artery  at  the  base  of  such  a  growth.  Having  freed  the 
tumor  from  its  broad-ligament  attachments  above,  having  it  well 
elevated,  and  aiding  your  hand  if  necessary  by  one  placed  in  the 
vagina,  you  can  ligate  the  uterine  vessel.  It  is  not  necessary  to 
isolate  that  vessel,  as  has  been  urged  by  my  colleague.  Pro- 
fessor Simpson,  in  his  article  on  the  ligation  of  this  vessel,  for 
the  reason  that  it  may  be  tied  en  masse  without  danger  of  slip- 
ping, as  you  have  here  a  large  portion  of  tissue  outside  of  your 
ligation.  Secure  the  uterine  artery,  therefore,  well  away  from 
the  cervix — and  I  say  well  away  from  the  cervix  for  the  reason 
that  the  distributions  of  that  vessel,  particularly  its  anterior 
distributions,  are  by  no  means  constant.  It  will  be  found,  for 
instance,  that  the  vessel  which  corresponds  to  the  superior  vesi- 
cal artery  in  the  male  is  oftentimes  given  off  well  away  from  the 
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uterus,  and  if  you  simply  secure  the  trunk  of  the  main  vessel  beyond 
the  departure  of  this  superior  vesical,  you  will  have  some  trouble. 
After  finding  the  vessel,  and  securing  it  far  enough  away  from  the 
cervical  junction,  you  will  not  find  any  great  difficulty  in  control- 
ling the  bleeding  from  the  base.  Having  done  this,  the  really 
difficult  portion  of  the  procedure  is  accomplished.  Then  make  a 
circular  incision  about  the  mass,  three  or  four  inches  from  the  cer- 
vico-vaginal  junction,  carrying  your  incision  anteriorly  through 
the  peritoneum  only,  but  laterally  and  posteriorly  through  the 
external  muscular  coat.     Then  enucleate  below  the  incision. 

When  you  come  to  the  lateral  aspects  of  the  uterus  I  would 
suggest  that  you  there  encroach  well  upon  the  uterine  tissue,  that 
you  go  far  enough  into  the  uterus  to  get  well  hold  of  the  trunk 
of  this  uterine  vessel,  which  you  know  runs  along  the  lateral 
aspect,  between  the  folds  of  the  broad  ligament.  Encroach, 
therefore,  well  upon  the  uterine  structure  just  anterior  to  the  line 
of  the  uterine  artery,  and  then,  encroaching  well  upon  the  uterus 
as  you  go,  so  as  to  strip  down  the  external  coat,  carry  your 
dissection  around  behind.  You  have  then  created  a  collar  of 
dissected-away  tissue,  and  this  you  increase  and  deepen  until 
you  get  to  the  base  of  the  tumor,  then  cut  away  the  mass 
at  the  lowest  point  of  enucleation.  In  certain  cases  you 
will  find  a  good  deal  of  hemorrhage  from  the  posterior  wall, 
dependent  evidently  upon  the  vessels  in  the  utero-sacral  liga- 
ments. I  purposely  omitted  the  mention  of  this  as  a  source  of 
supply  for  these  tumors,  for  I  wished  to  call  attention  here  to 
the  possibility  of  that  source  of  supply  being  sufficiently  great  in 
some  of  these  cases  to  make  it  necessary  for  you  to  ligate  the 
utero-sacral  ligament  on  either  side.  That  is  easily  done  :  simply 
avoiding  the  intestines  you  can  ligate  en  masxe. 

After  cutting  away  the  mass,  secure  any  bleeding-point  which 
may  appear;  then,  taking  a  Paquelin  cautery  burn  a  hole 
through  the  cervical  canal  so  that  you  can  run  your  finger 
through  it.  Understand  that  you  have  not  as  bulky  a  sac  as 
one  would  at  first  suppose,  for  the  reason  that  the  anterior  por- 
tion is  thin  peritoneum.  The  bulky  portion  is  along  the  posterior 
wall  of  the  sac,  which  contains  a  considerable  amount  of  uterine 
tissue,  pretty  much  the  whole  of  the  external  coat  of  the  uterus 


DISCUSSION.  139 

posteriorly.  Still  folding  it  in,  you  stitch  the  sac  to  the  outer 
Avound,  and  pack  the  cavity  with  iodofornied  gauze,  which  is 
brought  out  at  the  opening,  and  then  you  close  your  abdominal 
incision  about  it  in  the  way  which  we  adopt  in  the  treatment  of 
ovarian  tumors  that  are  enucleated  in  a  like  manner.  That  is  the 
principle,  sir,  which  I  have  adopted,  and  found  successful  in  the 
treatment  of  cases  of  this  character. 

In  some  cases  you  will  have  oozing  from  the  stump  that  will 
come  from  anastomosis  from  the  bladder  and  vagina,  but  the  • 
oozing  is  of  such  a  nature  that  the  free  application  of  the  cau- 
tery to  the  base  of  tumor  at  the  time  that  you  burn  the  hole 
through  the  cervix  will  readily  control  it,  and  if  that  does  not 
you  can  always  pack  sufficiently  to  get  rid  of  it.  I  speak  of  this 
as  a  contingency  which  may  occur,  which,  how'ever,  I  am  glad  to 
say,  I  have  thus  far  escaped. 

Of  course,  as  I  said  at  the  beginning  of  my  remarks,  this 
method  is  one  that,  to  my  mind  if  adopted,  should  be  restricted 
entirely  to  the  class  of  cases  of  which  I  have  spoken.  Those 
cases  in  which  you  have  the  pedicle  readily  obtainable,  can  be 
better  treated  by  the  method  suggested  by  Dr.  Kelly  or  by 
that  suggested  by  Dr.  Byford.  I  am  quite  sure,  sir,  that  this 
latter  method,  or  some  modification  of  it,  is  one  which  gives  us 
the  ideal  j)rocedure  in  all  cases  of  the  kind,  for  the  reason  that 
the  danger  in  vaginal  hysterectomy  is  from  the  cervix. 

Dr.  E.  C.  Dudley,  of  Chicago. — Mr.  President,  the  question 
is  on  the  advisability  of  this  procedure  of  Dr.  Byford's  in  hys- 
terectomy. The  operation  certainly  fulfils  most  perfectly  the 
conditions  which  a  safe  operation  requires,  that  is,  an  extra- 
peritoneal treatment  of  the  pedicle.  There  are  grave  objections 
to  fixing  the  uterine  stump  in  the  abdominal  wound.  In  Dr. 
Byford's  operation  we  have  an  extra-peritoneal  method  which 
leaves  the  uterus  in  very  nearly  its  normal  position,  and  does 
not  disturb  the  circulation  of  the  parts,  and  for  that  reason  it 
commends  itself  very  strongly.  My  own  experience  of  this 
method  is  confined  to  two  cases  with  uneventful  recoveries. 

The  operation  is  almost  ideal.  It  leaves  the  peritoneum 
perfectly  clear,  and  if  done  with  care  leaves  it  almost  free  from 
ligatures,  because  most  of  them  may  be  drawn  through  into  the 
vagina. 
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In  the  two  cases  mentioned  I  have  added  the  Mikulicz  drainage, 
for  fear  the  stump  might  pull  back  into  the  peritoneal  cavity. 
This  drainage  is  applied  as  follows:  A  piece  of  iodoform,  or 
other  surgically  clean  gauze,  not  so  impregnated  with  antiseptic 
drugs  as  to  irritate,  about  a  foot  square,  with  a  string  attached  to 
the  centre,  is  thrust  down  through  the  lower  part  of  the  abdominal 
wound  into  the  region  of  the  operation  so  as  to  form  an  open 
pocket,  the  string  projecting  out  through  the  opening.  This 
pocket  is  then  packed  full  with  a  long  strip  of  gauze  ;  all  to  be 
covered  with  an  absorbent  dressing  which  should  be  renewed 
often  enough  to  make  it  effectively  absorb  any  fluids  which 
may  come  out.  The  strip  should  be  left  for  one  week  and  then 
gradually  removed  on  the  eighth,  ninth,  and  tenth  days.  The 
pocket  should  then  be  removed  as  rapidly  as  it  will  come  out 
easily.  The  Mikulicz  drain  seems  a  little  audacious,  but  its 
drainage  is  safe  and  effective.  The  gauze  pocket  may  be  left  in 
a  long  time  with  impunity.  In  two  cases  the  last  of  the  pocket 
was  not  removed  until  the  end  of  the  fifth  and  sixth  weeks. 
Very  soon  after  the  gauze  is  put  in  position  the  peritoneal  sur- 
faces around  it  become  agglutinated  and  it  forms  a  cavity  of  its 
own,  and  if  any  septic  material  for  any  reason  finds  its  way  into 
this  cavity,  it  is  carried  off  by  means  of  the  capillary  drainage. 

This  method  insures  absolute  and  timely  isolation  of  the  field 
of  operation  from  the  general  peritoneum,  and  thereby  must  go 
far  toward  reducing  the  mortality  of  bad  drainage-cases. 

I  can  add  very  little  more,  sir,  to  what  Dr.  Byford  has  already 
said.  He  has  given  us  an  excellent  method  of  hysterectomy  for 
fibroids. 

Thk  President. — The  subject  is  one  of  such  exceeding  in- 
terest, especially  with  the  treatment  it  has  thus  far  received,  that 
I  hope  any  gentleman  who  has  an  inquiry  to  n)ake  or  any  further 
remarks  to  offer,  will  be  kind  enough  to  let  us  hear  from  him. 

Dr.  a.  J.  C.  Skene. — Mr.  President,  I  will  confine  myself  to 
the  subject  under  discussion,  which  is  the  management  of  the 
stump  after  hysterectomy. 

This  is  certainly  a  very  important  suggestion,  or  idea,  intro- 
duced by  Dr.  Byford,  but  it  seems  to  me  that  it  is  restricted  in  its 
application  to  a  certain  class  of  cases,  and  that  I  fancy  a  limited 
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one — and  one  that  is  becoming  far  more  liraited,  as  has  been 
pointed  out  by  Dr,  Kelly.  I  can  hardly  see  its  practical  appli- 
cation in  the  majority  of  cases  where  the  stump  is  large,  as  it 
nearly  always  is  in  cases  in  which  hysterectomy  is  justifiable.  If 
it  is  then  liraited,  as  I  think  it  must  be,  to  those  cases  in  which  the 
cervix  or  the  stump  is  small,  the  question,  to  my  mind,  arises 
whether,  when  the  doctor  has  gone  so  far  as  to  open  the  vagina  and 
bring  the  stump  into  the  vagina,  he  might  not  go  a  little  farther 
and  separate  the  uterus  from  the  peritoneum  posteriorly,  and  (as 
he  has  already  ligated  the  uterine  arteries  on  either  side)  remove 
the  cervix  entirely.  This  has  been  done  by  others.  It  seems  to 
me  that  when  you  come  so  near  disposing  of  the  uterus  entirely 
you  might  just  as  well  complete  it.  That  is  a  thought,  sir,  which 
I  bring  before  you  for  what  it  is  worth. 

Again,  the  question  arises.  Is  his  method  an  improvement 
upon  that  method  of  cutting  off  the  blood-supply  by  a  ligature 
on  either  side  and  then  dilating  and  producing  inversion  of  the 
cervix?  That  has  been  done,  and  I  thought  I  could  quote  the 
authority,  but  the  name  has  passed  out  of  my  mind,  and  also  the 
name  and  date  of  the  journal  in  which  I  found  it.  I  applied  to 
one  of  our  former  Brooklyn  "medical  libraries"  just  now,  and 
he  also  has  forgotten,  but  he  assures  me  that  I  am  right,  although 
he  cannot  supply  the  authority.  The  question  is,  Why  might  not 
that  answer  equally  as  well  ?  Then  you  do  not  wound  the  vagina 
at  all;  you  simply  have  this  stump  with  the  blood-supply  cut 
off,  you  forcibly  dilate  it,  turn  it  inside  out  and  then  clamp  it  if 
need  be. 

Before  we  can  decide  on  the  merits  of  this  operation  for  the 
treatment  of  the  pedicle  we  must  take  those  things  into  consid- 
eration. I  merely  mention  them,  and  shall  hold  the  reader's 
operation  or  method  under  judgment  until  I  have  time  to  see  how 
it  compares  in  its  practical  application  to  the  method  of  complete 
removal  and  that  of  dilatation  and  inversion.  I  shall  not  have  so 
many  opportunities,  perhaps,  as  Dr.  Byford  or  some  others  have 
had  to  try  it,  but  as  I  happen  to  be  one  who  is  neither  enthusias- 
tically ia  favor  of  hysterectomy  nor  at  all  opposed  to  it,  when 
it  is  advantageously  employed  and  necessary,  I  hope  to  be  able 
to  judge  of  the  relative  value  of  Dr.  Byford's  method. 
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Dr.  Joseph  Taber  Johnson,  of  Washington. — Mr.  Presi- 
dent and  Gentlemen,  I  have  only  a  few  words  to  say,  inasmuch 
as  my  experience  is  slight  in  these  cases,  being  covered  by  nine 
supra-vaginal  hysterectomies.  The  first  four  of  my  patients  died, 
and  I  almost  gave  up  doing  this  operation  for  fear  I  never  would 
succeed,  but  on  studying  up  the  subject  more  thoroughly  under 
the  instruction  of  Bantock,  1  became  very  much  impressed  with  his 
operation  as  he  described  it  before  our  Society,  and  as  he  performs 
it.  Subsequent  operations  I  performed  as  he  teaches,  and  in  the 
five  operations  after  the  first  four,  embracing  tumors  some  of 
which  weighed  as  much  as  twenty  pounds,  all  the  patients 
recovered. 

This  method  of  doing  the  operation  has  been  exceedingly  suc- 
cessful in  the  hands  of  Bantock,  and  a  short  time  ago  in  visiting 
a  prominent  operator  in  Philadelphia,  he  told  me  he  had  had 
twenty-seven  supra-vaginal  hysterectomies  in  a  year,  according 
to  my  recollection,  which  he  performed  by  the  Bantock  method, 
and  they  all  recovered.  If  the  operation  is  to  be  modified  after 
such  remarkable  success  has  been  obtained  (notably  the  success 
of  Keith,  before  he  abandoned  the  operation,  and  went  into  elec- 
tricity for  the  treatment  of  fibroids),  it  seems  to  me  that  the  modi- 
fications to  be  accepted  should  have  had  as  great,  or  greater, 
success  than  has  been  reported  by  Bantock,  and  by  those  who 
have  performed  the  operation  with  the  serre  noeud,  completely 
shutting  off  the  peritoneal  cavity  by  suturing  the  peritoneum  to 
the  stump  underneath  the  clamp,  and  completely  closing  the 
abdominal  opening,  leaving  the  clamped  stump  outside.  Dr. 
Kelly  objects  to  this  procedure  as  unsurgical,  because  it  leaves  a 
nasty,  sloughing  stump  for  a  long  time.  Many  do  recover,  how- 
ever, and  in  my  opinion  it  is  much  better  to  have  them  recover, 
even  though  it  may  be  after  as  long  a  convalescence  as  eight 
weeks,  than  to  try  some  other  operation,  and  not  have  them  get 
well  at  all. 

It  seems  to  me,  having  no  experience  whatever  with  Dr. 
Byfbrd's  modification,  that  the  suggestion  made  by  Dr.  Skene 
would  be  the  one  that  would  give  us  the  most  ideal  method  of 
treating  these  cases,  that  is,  removing  the  infecting  stump  and 
cervix  altogether,  and  closing  the  abdominal  wound  completely, 
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and  the  vaginal  roof,  with    only  enough    opening   for   proper 
drainage. 

Dr.  Dudley. — I  have  attempted  once  or  twice- to  invert  the 
stump  after  dilating  the  remaining  portion  of  the  cervix,  but  it 
would  not  invert  even  after  a  great  deal  of  dilatation.  I  have 
also  once  or  twice  attempted  to  remove  the  entire  stump,  and  to 
secure  hremostasis  by  forcipressure  through  the  vagina.  This 
can  be  done,  but  those  who  try  it  will  find  that  while  it  is  easy  to 
describe  it  is  hard  to  do. 

I  think  the  method  of  Dr.  Byford  will  be  found  applicable 
even  to  the  last  class  of  cases  described  by  Dr.  Kelly,  and 
spoken  of  by  Dr.  Polk,  especially  if  the  size  of  the  cervix  be 
reduced  by  the  cautery,  as  described  by  Dr.  Polk.  The 
vagina  is  quite  capacious,  and  will  hold  a  pretty  large  stump. 

Dr.  Keith. — I  would  like  to  correct  the  statement  by  Dr. 
Johnson  that  my  father  has  given  up  hysterectomy.  That  is  a 
mistake;  he  has  given  it  up  in  this  way,  that  he  gives  a  patient 
the  benefit  of  electricity  first,  and  if  that  is  of  no  use,  he  pro- 
ceeds to  operate.  Last  week  he  wrote  me  that  he  had  a  short 
time  before  removed  a  large  fibroid  by  hysterectomy. 

Dr.  Polk. — On  the  part  of  this  Society  I  would  rise  to  thank 
Dr.  Keith  for  making  that  statement,  for  I  confess  his  father's 
views  in  regard  to  electricity,  as  I  understood  them,  were  stag- 
gering to  me.  I  began  to  view  hysterectomy  with  doubt,  but  his 
statement  makes  the  matter  entirely  clear,  and  enables  all  of  us 
to  stand  alongside  of  him  in  a  position  we  hope  to  maintain  for 
some  time  to  come. 

Since  the  subject  has  broadened  somewhat,  I  would  simply  say 
that  I  have  tried  all  the  methods  of  operation  that  have  been 
suggested  here.  I  have  taken  out  the  whole  uterus,  cervix  and 
all,  three  times,  and  I  have  used  the  clamps  in  the  manner 
alluded  to  by  Dr.  Dudley.  Although  strong  expressions  in  these 
discussions  weaken  the  statements,  I  cannot  forbear  applying  the 
term  "beastly"  to  the  operation  of  applying  clamps  through  the 
vagina  to  the  right  and  left  side  of  the  uterus  as  a  means  of 
operating  in  hysterectomy  for  fibroma.  It  is  a  difllicult  proce- 
dure, and  one  that  gives  you  a  very  un.satisfactory  result,  and 
one  which  is  by  no  means  equal  to  that  which  is  to  be  obtained 
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by  the  use  of  the  ligature.  The  great  difficulty,  however,  with 
the  use  of  the  ligature  in  complete  extirpation  I  have  found  is 
that  you  get  some  cases  in  which  the  cervix  is  so  large  and 
deep  down  that  it  is  hard  to  enucleate  it  entirely  without  a  good 
deal  of  bleeding  (coming  from  the  vagina),  which  prolongs  the 
procedure.  By  putting  the  patient  in  the  position  of  Trendelen- 
burg, you  can  undoubtedly  get  ready  access  to  the  bottom  of  the 
excavation,  but  even  then  you  will  find  that  a  good  deal  of  time 
is  lost. 

Now,  the  procedure  suggested  by  Dr.  Byford  (and  I  did  not 
mention  this  before  for  the  reason  that  my  remarks  were  intended 
to  be  confined  to  one  class  of  cases)  has,  if  I  am  not  mistaken,  been 
suggested  in  a  modified  form  by  a  German  operator  either  since 
Byford's  first  operation  or  before,  I  cannot  say  which.  This 
method  is  certainly  one  which,  to  my  mind,  simplifies  the  operation 
a  good  deal,  and  shortens  it,  which  are  two  important  considera- 
tions in  these  capital  operations. 

The  method  is  as  follows :  After  you  have  made  your  stump 
and  dissected  away  the  bladder,  instead  of  making  an  opening 
into  the  vagina,  as  suggested  by  Dr.  Byford,  simply  cut  open  the 
cervix  anteriorly  right  down  into  the  vagina,  and  turn  the  mass 
inside  out,  exactly  on  the  same  principle  as  suggested  in  Porro's 
operation  in  Csesarean  section.  The  dilatation  of  the  cervix  is 
extremely  difficult,  but  if  you  make  an  incision  with  one  blade  of 
the  scissors  in  the  canal  and  the  other  outside  straight  down  into 
the  vagina,  and  then  turn  the  structure  inside  out,  you  have 
practically  the  same  condition  of  things  as  Dr.  Byford  has  spoken 
of.  I  merely  mention  it,  sir,  because  I  am  under  the  impression 
that  it  was  suggested  about  the  time,  or,  probably,  since  Dr. 
Byford's  procedure  was  broached. 

Du.  Kelly. — Dr.  Polk  has  given  us  a  good  account  of  a  diffi- 
cult cla.ss  of  cases;  they  are,  however,  those  which  I  would  clas- 
sify under  my  third  heading. 

1  have  spent  much  time  in  trying  to  devise  a  means  of  handling 
the  fourth  class  and  avoiding  the  fatal  hemorrhage,  and  the  first 
thing  which  occurred  to  me  was  that  there  are  but  four  channels 
through  which  hemorrhage  can  occur — two  sets  of  ovarian  and 
two  sets  of  uterine  vessels.     If  we  could  get  right  at  these,  all 
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would  be  well,  but  the  great  difficulty  is  that  we  cannot  get  near 
these  vessels  in  the  pelvis.  In  my  efforts  to  locate  the  uterine 
arteries  amidst  the  masses  of  tumors  I  have  introduced  a  corru- 
gated sound  through  the  vagina  into  the  uterus,  making  it  easy 
when  the  abdomen  is  opened  to  discover  the  location  of  the 
uterine  cavity,  and  thus  approximately  to  know  where  the  uterine 
arteries  are,  for  they  must  lie  on  either  side.  This  device,  how- 
ever, is  not  as  valuable  as  it  would  seem  at  first  sight. 

More  recently  I  have  made  some  careful  observations,  with 
drawings  in  the  dead-house,  in  my  study  of  this  question,  and 
have  settled  upon  the  following  plan  in  these  atypical  cases ; 
to  tie  first  the  ovarian  arteries  and  veins  in  their  course  above 
the  pelvic  brim  in  the  abdominal  cavity. 

When  the  tumors  are  developed  down  into  the  pelvic  connec- 
tive tissue  and  behind  the  peritoneum,  the  main  trunk  of  the 
uterine  artery  is  usually  unapproachable ;  I  propose,  therefore, 
to  try  to  control  this  source  of  bleeding  in  such  cases  by  tem- 
porarily compressing  the  abdominal  aorta,  while  rapidly  enucle- 
ating the  mass,  after  which  I  will  pick  up  all  the  large  vessels  in 
ligatures  before  removing  the  pressure  from  the  aorta.  In 
my  operation,  as  above  described,  if  after  suturing  the  lips 
of  the  stump  together,  I  observe  any  persistent  oozing,  I  ligate 
at  once  the  nearest  uterine  artery,  and  thus  never  fail  to  check 
the  hemorrhage. 

Do  not  forget  when  reading  reports  of  successes  by  this  or 
that  method  that  it  applies  not  to  the  treatment  of  fibroid  tumors 
in  general,  but  simply  to  this  third  class,  in  which  the  mortality 
should  never  be  great  under  any  plan. 

The  difficult  fourth  class  cannot  be  treated  by  anybody's 
method.  If  any  man  has  a  method  for  these  difficult  cases, 
he  owes  it  to  the  world  to  tell  us  exactly  and  minutely  how  he 
carries  it  out. 

Dr.  J.  C.  Temple,  of  Toronto. — I  would  just  like  to  say  one 
word,  Mr.  President,  in  reference  to  this  operation.  My  experi- 
ence in  vaginal  or  supra-vaginal  hysterectomy  is  not  very  exten- 
sive, inasmuch  as  I  have  never  yet  been  able  to  convince  myself 
of  the  justifiability  of  this  operation  from  the  number  of  cases 
in  which  it  is  performed.    I  see  a  great  number  of  cases  of  tumor 
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of  the  uterus  which  are  harmless  to  the  woman  in  one  sense,  and 
she  may  go  through  life  without  a  great  deal  of  inconvenience, 
and  I  have  seen  women  subjected  to  the  risk  of  an  operation, 
which  is  serious  and  dangerous,  for  the  removal  of  the  uterus  for 
fibroids  that  were  not  doing  a  great  deal  of  harm. 

This  discussion,  it  seems  to  me,  is  somewhat  apart  from  the 
title  of  the  paper,  the  different  speakers  having  described  their 
particular  methods  of  operation.  The  question  of  Dr.  Byford's 
paper  is  as  to  the  advisability  of  bringing  the  stump  through  the 
vagina  so  as  to  effect  complete  drainage,  and  in  this  way  prevent 
the  peritoneal  cavity  from  becoming  infected.  I  have  no  experi- 
ence with  this  operation  of  Dr.  Byford's,  have  never  seen  it 
performed,  and  am  hardly  competent  to  offer  an  opinion  ;  but  it 
seems  to  me  the  remarks  of  Dr.  Skene  bear  strongly  on  this 
point,  that  after  he  has  separated  the  uterus  from  its  attachments, 
what  is  the  use  of  leaving  only  a  small  part  remaining;  I  do  not 
see  the  objection  of  proceeding  to  remove  the  whole  of  the  mass. 

Drs.  Polk  and  Dudley  spoke  of  the  difficulty  of  applying  the 
forceps  for  removing  the  remainder  of  the  tumor.  1  have  not 
experienced  very  great  difficulty  myself,  although  I  have  in  four 
cases  removed  the  mas  entirely  and  left  nothing  behind  to  infect 
the  peritoneal  cavity  at  all. 

It  seems  to  me  that  the  operation  of  inversion  of  the  cervix  is 
difficult,  I  am  satisfied  that  to  invert  a  large  mass  through  a 
dilated  cervix  is  most  difficult,  and  I  am  not  at  all  in  favor  of 
that  procedure. 

The  plan  presented  by  Dr.  Byford  rather  commends  itself  to 
my  view,  in  suitable  cases,  as  an  easy  procedure,  where  we  do 
not  propose  to  remove  the  whole  of  the  tumor. 

Dr.  H.  p.  C.  Wil-son,  of  Baltimore. — We  have  all  listened 
with  a  great  deal  of  pleasure  and  instruction  to  this  able  paper 
of  Dr.  Byford  and  the  discu.«sion  which  has  followed  it,  but 
time  flies,  Mr.  President,  and  tlie  hour  has  arrived  for  the  delivery 
of  the  President's  Address,  and  1  would  beg  at  this  point  to  call 
for  the  same. 

TiiK  President. — Will  Dr.  Byford  close  the  discussion? 

Dr.  Byford. — I  find  there  are  one  or  two  points  in  this  dis- 
cussion which  should  be  a  little  better  understood. 
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In  the  first  place  I  did  not  say  anything  about  drainage,  it 
was  merely  reported  in  the  case  mentioned.  The  idea  of  my 
method  is  to  close  up  the  peritoneum  below  and  drain  from 
above. 

I  have  been  asked  what  I  did  with  the  broad  ligaments  and 
ovaries  in  these  cases.  I  commence  outside  the  ovaries  and  tie 
off  every  thing  until  I  come  down  to  the  stump,  whether  it  be 
above  or  below  the  internal  os  uteri. 

In  regard  to  the  technique,  it  has  been  suggested  that  it  is 
difficult  to  get  into  the  vagina.  It  is  a  difficult  thing,  perhaps, 
in  one's  first  operation,  but  you  can  put  your  finger  down  in 
Douglas's  cul-de-sac  and  the  thumb  on  the  anterior  vaginal  wall, 
bring  the  fingers  together  below  the  stump,  and  have  nothing 
but  the  vaginal  walls  between  ;  thus  you  know  the  exact  rela- 
tionship of  the  cervix  ;  then  force  the  point  of  a  pair  of  Keith's 
haemostatic  forceps  down  between  the  cervix  and  the  thumb 
through  into  the  vagina ;  when  that  is  done  the  forceps  can  be 
opened  so  that  they  cannot  slip  out ;  then  you  can  draw  up  the 
vagina  and  cervix  with  them,  and  enlarge  the  opening  anteriorly 
and  laterally  with  scissor-cuts. 

I  want  to  say  a  word  in  regard  to  the  different  methods  of 
treating  the  stump  from  below.  I  notice  that  those  gentlemen 
who  have  spoken  of  having  experience  in  treating  the  8tun)p 
from  the  vagina  as  well  as  froui  above,  sj)oke  of  the  great  diffi- 
culties of  inverting  or  taking  out  the  cervix  entirely:  I  wish  to 
say  I  have  had  the  same  exi)erience.  I  invented  a  pair  of  for- 
ceps for  the  purpose  of  clamping  off  the  entire  cervix  from  below^ 
but  I  found  great  difficulty  in  applying  them.  Another  objection 
is,  you  do  not  shut  off  the  peritoneal  cavity,  as  in  the  method  I 
employ;  and  a  still  further  objection  is,  that  you  remove,  as  it 
were,  the  keystone  to  the  pelvic  floor  or  roof,  and  leave  an  open- 
ing into  which  the  intestines  may  settle  and  adhere.  In  inverting 
you  have  to  reach  a  long  way  to  the  cervix  from  below  with  two 
fingers,  and  work  at  a  disadvantage.  Slitting  the  cervix  open 
increases  the  mutilation  and  danger  of  hemorrhage. 

As  to  the  objection  that  it  is  unsurgical  to  leave  a  sloughing 
stump,  I  think  that  has  been  reiterated  too  often.  Whatever 
will  cure  a  patient  and  leave  her  in  the  best  condition,  is  most 


148      FIXATION  OF  TIFE  STUMP  IN  HYSTERECTOMY. 

scientific  in  my  mind.  At  the  same  time  there  can  be  no  doubt 
that  Dr.  Kelly's  method  of  doing  away  with  the  necrosis  is  an 
improvement,  provided  the  operation  is  not  lengthened  too  much, 
and  too  much  suppuration  is  not  produced. 

In  regard  to  the  criticism  that  I  could  only  treat  the  simpler 
cases,  the  third  and  fourth  cases  I  had  were  extensively  developed 
in  the  broad  ligament.  I  hardly  ever  operate  upon  small  tumors, 
but  mostly  large  ones.  In  my  second  case  there  was  practically 
no  pedicle ;  the  cervix  scarcely  projected  into  the  vagina,  and 
the  large  globular  tumor  started  at  the  vaginal  junction  and 
filled  the  pelvis.  After  enucleation  from  the  broad  ligament  I 
applied  the  ligature  at  the  vaginal  junction,  then  after  cutting  off 
the  tumor  I  was  able  to  enucleate  the  remainder  and  make  my 
pedicle. 

The  principal  feature  of  the  operation  is  a  complete  closure  of 
the  peritoneum  over  the  anteverted  stump,  and  sewing  up  the 
peritoneum  above  it.  When  such  sewing  is  impracticable  iodo- 
form gauze  may  be  stufied  into  the  retro-vesical  space  over  the 
anteverted  stump  and  brought  out  into  the  vagina. 

[Since  writing  this  paper,  I  have  operated  in  this  manner  with 
success.] 
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By  Alexander  J.  C.  Skbne,  M.D., 
Brooklyn,  N.  Y. 


While  engaged  in  obstetric  practice,  both  hospital  and 
private,  I  attended  several  cases  which  differed  from  any  of 
the  puerperal  diseases  recorded  in  obstetrical  literature.  Sub- 
sequently, more  of  the  same  kind  were  seen  in  consultation. 

During  the  early  years  of  my  investigation  very  little  was 
learned  about  these  cases  except  that  there  was  something  in 
their  pathology  which  was  not  known  to  me.  More  facts 
regarding  the  manifestations  of  the  affection,  as  observed 
clinically,  and  a  few  post-mortem  examinations  led  me  to 
conclude  that  injury  to  the  ureters  during  parturition  was  the 
cause  of  the  phenomena  which  I  witnessed  in  these  cases. 
Having  determined  this  point,  I  again  turned  to  the  literature, 
hoping  to  find  the  desired  information,  now  that  I  knew  what 
to  look  for,  but  without  success. 

This  statement  is  made,  first,  to  give  a  reason  for  bringing 
the  facts  to  your  notice ;  second,  to  seek  for  correction  in  case 
I  have  overlooked  any  contributions  on  the  subject  which 
should  have  been  acknowledged  ;  and  finally,  that  the  sources 
of  information  and  the  methods  of  investigation  may  have 
the  benefit  of  your  criticism. 

The  history  of  all  the  cases  would  occupy  too  much  time, 
and  it  will  suffice  to  give  the  prominent  points  in  the  history 
of  those  which  are  uncomplicated  or  typical  and  note  the 
exceptions  which  have  been  observed  in  others. 

The  patients  are  usually  primiparae  or  at  least  have  not  had 
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many  cliildreu,  the  labor  having  been  tedious,  instrumental  or 
manual,  and  the  progress  after  delivery  satisfactory  or  fairly 
so.  The  lochial  discharge  has  been  normal  and  the  secretion 
of  milk  also.  The  bowels  act  well  and  the  kidneys  appa- 
rently so.  In  some  patients  there  is  retention  of  urine  or 
frequent  and  painful  urination.  Pelvic  pain  and  tenderness  in 
the  lower  part  of  the  abdomen  are  present,  but  are  not  always 
severe  at  first.  These  symptoms  become  more  acute  after  a 
time,  the  pain  and  tenderness  increase  rather  abruptly,  and  a 
chill  or  rigor  may  occur  at  this  time;  distention  of  the  bowels 
takes  place,  and  the  temperature  runs  up,  and  the  pulse  is 
also  increased  in  frequency.  Pressure  shows  increased  ten- 
derness, and  bimanual  manipulation  of  the  kidney  upon  the 
affected  side  usually  causes  a  sense  of  distress  rather  than 
acute  pain. 

The  increase  in  the  severity  of  the  symptoms  su})ervenes 
in  from  three  to  five  days,  and  soon  thereafter  a  quantity  of 
pus,  and  sometimes  blood,  appears  in  the  urine.  When  the 
discharge  of  pus  begins  the  patient  is  generally  relieved  to 
some  extent.  The  pain  is  less,  and  the  temj>erature  and  pulse 
are  reduced  a  little.  In  connection  with  pus  and  blood  renal 
casts  may  be  found,  but  this  is  not  invariably  the  case.  The 
pus  continues  to  be  discharge<l  in  diminished  quantity  for  a 
week  or  more.  The  bleeding  generally  subsides  in  a  day  or 
so,  and  most  of  the  cases  gradually  recover.  In  others  acute 
disease  of  the  kidney  apjX'urs  about  the  time  that  the  pus 
begins  to  be  discharged  from  the  bladder,  and  urjcmia  follows 
and  sometimes  urajmic  coma.  Such  cases  end  fatally,  as  a 
rule,  but  I  have  known  one  to  recover. 

In  uncomplicated  cases  a  vaginal  examination  gives  nega- 
tive signs,  except  that  tenderness  is  dettx'ted  high  up  on  tiie 
side  affected.  When  well-marked  kidney  disease  is  developed, 
the  thought  naturally  occurs  to  one  that  it  must  have  begun 
during  pregnancy,  and  that  the  acute  symptoms  which  follow 
labor  are  due  to  a  sudden  increase  of  a  preexisting  nephritis. 
This,  however,  is  not  the  ca.se,  as  is  shown  by  the  fact  that 
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several  of  my  patients  were  known  to  be  free  from  any  renal 
disease  up  to  the  time  of  labor.  The  diagnosis  of  injuries  of 
the  ureters  must  be  made  by  the  exclusion  of  the  more  com- 
mon puerperal  affections,  such  as  peritonitis,  cellulitis,  or 
general  septicemia.  Metritis  is  excluded  on  the  grounds 
that  the  lochia  are  normal,  that  there  is  absence  of  tender- 
ness, and  that  involution  progresses  as  it  should.  The  symp- 
tomatic fever  is  too  mild  in  character  to  indicate  general 
peritonitis,  and  the  physical  signs  of  that  affection  are  wanting. 
The  tenderness  on  pressure  on  the  side  affected,  and  the  con- 
stitutional disturbance  not  otherwise  accounted  for,  are  sugges- 
tive of  cellulitis,  but  the  evidence,  in  the  way  of  physical 
signs,  of  that  affection  is  insufficient,  and  the  subsequent 
history  effi^ctually  excludes  it. 

The  sudden  appearance  of  pus  and  blood  in  the  urine  leads 
one  to  suspect  that  an  abscess  has  formed  in  the  cellular 
tissue  and  discharged  into  the  bladder.  This  is  excluded  on 
the  ground  that  there  have  been  no  physical  signs  of  cellulitis, 
and  furthermore,  an  abscess  never  discharges  into  the  bladder 
in  so  short  a  time  after  the  inception  of  pelvic  cellulitis. 

In  cases  complicated  with  traumatic  cystitis  it  might  b«  pre- 
sumed that  an  abscess  had  formed  in  the  wall  of  the  bladder, 
but  that  is  excluded  for  the  reason  that  the  violent  symptoms 
and  physical  signs  found  in  traumatic  interstitial  cystitis 
are  absent.  In  short,  the  history  of  injury  to  the  ureters 
differs  from  that  of  any  of  the  puerpci-ul  diseases  found  in 
medical  literature,  so  far  as  I  know.  Although  these  clinical 
observations  led  to  the  presumption  that  injuries  of  the  urotcrs 
might  be  the  initial  lesion,  nothing  definite  was  arrived  at, 
except  the  determination  to  take  the  first  opportunity  to  study 
post-mortem  the  pathology  which  gave  the  clinical  histories 
obtained.  In  looking  back,  I  am  confident  that  I  lost  oi)por- 
tunities  to  pursue  my  investigations  regarding  the  condition 
of  the  ureters  in  fatal  puerperal  cases.  It  was  not  until  my 
attention  was  directed  clinically  to  the  subject  that  I  sought 
for  anatomical  facts  relative  thereto. 
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The  first  post-ruorteiu  of  value  was  that  of  a  lady  forty-three 
years  old,  who  had  a  very  large  uteriue  fibroma  which  she  had 
carried  for  years  without  being  much  enil)arras<ed  by  it.  She  was 
taken  with  backache  and  some  ill-defined  constitutional  symp- 
toms, which,  for  the  first  time,  compelled  her  to  give  up  her  duties 
to  a  great  extent,  but  she  did  not  seek  medical  aid.  She  died  sud- 
denly after  a  convulsion  which  was  not  very  well  described  by 
the  friends  who  were  with  her  at  the  time.  In  fact  there  was  no 
clear  history  obtainable.  Post-mortem,  I  found  a  large  fibroid, 
and  in  the  cellular  tissue  around  the  upper  ])art  of  the  cervix 
uteri  there  was  much  oedema  and  what  looked  like  an  exuda- 
tion. Both  ureters  were  dilated  and  there  were  hydronephrosis 
and  acute  nephritis.  All  the  other  organs  of  the  body  were 
normal. 

This  case  gave  evidence  of  value,  but  not  conclusive. 
Years  after  I  found  a  case  that  had  a  history  of  ureteral  and 
renal  disease. 

The  patient  died  two  weeks  after  confinement,  and,  post-mor- 
tem, I  found  an  injury  of  the  left  ureter  about  an  inch  and  a 
half  above  its  lower  end.  Its  walls  were  broken  down  so  that 
they  could  not  be  separated  from  the  surrounding  tissue.  It  was 
occluded  at  the  point  of  injury.  There  was  a  circumscribed 
exudation  in  the  cellular  tissue  around  the  injured  part.  Sup- 
puration had  begun  at  the  site  of  injury,  showing  that  the  start- 
ing-point of  the  inflammation  was  a  traumatism  of  the  ureter. 
Above  the  occluded  portion  the  ureter  was  dilated  and  filled 
with  pus  and  urine.  There  was  acute  nephritis  on  that  side. 
There  was  inflammation  of  the  ureter  on  the  right  side  and  some 
infiltration  of  the  cellular  tissue  around  it.  The  right  kidney 
was  also  inflamed,  or  at  least  markedly  hyperaemic.  There  was 
circumscribed  cystitis  of  a  mild  character.  There  was  not 
enough  in  the  clinical  history  nor  in  the  lesions  found  to  indicate 
a  grave  form  of  septicseinia.  The  cause  of  death  was,  no  doubt, 
uraemia. 

This  case  recalled  certain  other  facts  that  were  of  value. 
In  two  otiier  post-mortem  examinations  which   I  had    wit- 
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nessed,  in  cases  dying  after  confinement,  acute  nephritis  was 
found  and  in  both  the  pathological  changes  were  more  marked 
in  one  kidney  than  the  other,  but  no  examination  of  the  ure- 
ters was  made,  and  I  now  feel  inclined  to  think  that  the  trouble 
in  these  cases  began  in  the  ureters.  I  have  tried  to  obtain 
evidence  from  some  of  our  pathologists  on  the  subject,  but 
most  of  them  have  confeased  that  while  they  always  examine 
the  kidneys  and  have  on  occasions  found  nephritis  they  did 
not  investigate  the  ureters.  However,  from  my  study  of  the 
subject  clinically,  and  the  meagre  study  of  the  morbid  an- 
atomy, I  feel  warranted  in  stating  that  the  pathology  of  this 
puerperal  affection  is  a  contusion  or  laceration  of  the  ureter, 
by  the  head  of  the  child,  the  hand  of  the  obstetrician,  or 
more  often  by  the  forceps.  This  contusion  gives  rise  to  swell- 
intr  of  the  walls  of  the  ureter  and  the  cellular  tissue  around 
it,  and  perhaps  some  degree  of  inflammation.  This  is  suffi- 
cient to  obstruct  the  ureter  and  cause  hydro-nophrosis  and 
subsequently  pyelitis.  As  the  swelling,  and  perhaps  inflam- 
mation, at  the  point  of  original  injury  subsides,  the  pressure 
of  the  urine  and  pus  above  forces  a  way  through  the  ureter 
and  relief  follows.  This  is  the  explanation  of  the  sudden 
discharge  of  pus  with  the  urine.  In  case  the  obstruction 
lasts  long  the  kidneys  become  involved  to  an  extent  that 
varies  according  to  the  duration  of  the  obstruction.  When- 
ever the  ureter  is  completely  blocked  and  remains  so,  there  is 
nephritis,  and  then  acute  uraemia  which  may  prove  fatal  as 
already  stated. 

In  a  given  number  of  cases  there  are  some  in  which  there 
is  cystitis,  but  no  marked  disease  of  the  kidneys.  In  others 
the  bladder  is  not  involved  but  the  kidney  is,  while  in  Others 
all  three  organs,  bladder,  ureter,  and  kidney,  are  affected. 
"When,  as  not  infrequently  is  the  case,  there  are  some  of  the 
usual  injuries  of  the  cervix  uteri,  and  pelvic  floor,  and  metro- 
celhilitis  follows,  the  ureters  become  secondarily  affected. 
Under  such  circumstances,  the  order  of  development  of  the 
pathological  lesions  is  reversed  to  some  extent,  and  hence  the 
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clinical  history  is  changed  so  that  the  ureteral  obstruction  and 
consequeut  renal  disease  come  later,  and  generally  are  less 
dangerous  owinjj  to  being  less  acute  and  of  shorter  dnration. 
This  class  of  cases  belongs  rather  to  those  discussed  by  Dr. 
Engelmanu  in  his  most  valuable  paper,  presented  two  years 
ago  to  this  Society,  and  I  refer  to  it  now  rather  to  confirm  his 
original  views  and  to  show  the  connecting-  link  between  the 
subject-matter  of  his  essay  and  that  now  under  consideration. 
In  illustration  of  obstruction  of  the  ureters,  secondary  to 
cellulitis,  I  may  give  the  following  case  : 

The  patient  suffered  from  nienorrhagia ;  a  sponge  tent  was 
used  to  dilate  the  cervix,  after  which  curetting  was  practised. 
This  was  before  I  knew  how  dangerous  and  useless  such  tents 
were,  and  before  antiseptic  surgery  was  fully  taught.  The  result 
was  a  circumscribed  cellulitis  on  the  left  side.  About  the  fifth 
day  the  constitutional  symptoms  increased  decidedly,  the  pain 
extended  upward  on  the  left.  There  was  difl^iculty  in  urinating, 
and  the  catheter  was  used.  The  urine  was  at  first  clear  but 
rather  abruptly  became  turbid.  This  led  to  an  examination 
■which  showed  the  presence  of  pus.  I  supposed  that  a  cystitis 
had  been  caused  by  the  use  of  the  catheter,  but  further  investi- 
gation proved  that  the  pus  came  from  the  ureter  and  kidney. 
The  case  was  under  observation  at  the  time  when  I  was  learning 
how  to  tell  when  pus  or  blood,  that  was  found  in  the  urine,  came 
from  the  bladder  or  kidney;  and,  I,  on  that  account,  made  a 
number  of  examinations,  all  of  which  indicated  that  the  trouble 
was  in  the  ureter  and  kidney.  A  friend,  who  also  examined  the 
urine,  made  the  diagnosis  of  pyelitis  and  acute  nephritis.  The 
cellulitis  ended  in  resolution,  and  the  patient  recovered  and  has 
remained  in  good  health. 

This  case,  while  not  a  puerperal  one,  shows  very  well  what 
occasionally  haj)pens  in  pelvic  inflammations  following  labor, 
and  is  so  closely  allied  to  the  subject  under  consideration  that 
it  reasonably  comes  in  in  this  connection.  This  leads  to  a 
convenient  classification  of  diseases  and  injuries  of  the  ureters  : 

First.  Injuries  of  the  ureters  during  labor. 
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Second.  Obstructions  of  the  ureters,  secondary  to  other 
pelvic  inflammations. 

Third.  Obstructions  due  to  neoplasms  and  uterine  displace- 
ments.    The  second  and  third  are  taken  from  Eugcltnann. 

Causation. — There  are  certain  conditions  which  predis- 
pose to  injuries  of  the  ureters  during  labor.  When  the  blad- 
der and  terminal  ends  of  the  ureters  rest  low  in  the  pelvis 
toward  the  end  of  gestation  there  is  more  liability  to  their 
being  caught  between  the  child's  head  and  the  brim  of  the 
pelvis  during  labor.  In  many  cases  the  ureters  suffer  some 
impairment  of  nutrition  during  gestation  and  are  more  sus- 
ceptible to  injury  that  is  produced  by  passive  hypersemia  and 
oedema,  and  hence  a  softened  state  of  the  pelvic  tissues  follows. 
There  is  in  such  cases  a  want  of  elasticity  and  resistance  to 
injury.  This  is  seen  in  the  friable  condition  of  the  cervix 
uteri,  vagina,  and  pelvic  floor,  which  render  them  so  easily 
damaged.  In  brief,  then,  the  location  of  the  bladder  and 
ureters,  the  preexisting  lesion  or  functional  derangement  of 
the  ureters,  and  malnutrition  of  the  tissues  in  the  pelvis,  are 
the  conditions  which  predispose  to  graver  injuries  during 
labor. 

Direct  Causes. — The  fact  that  the  ureters  escape  injury 
when  dilatation  of  the  cervix  uteri  is  complete  before  expul- 
sion proceeds,  gives  a  clew  to  the  causation  of  such  injuries. 
When  the  membranes  rupture  before  dilatation  is  complete, 
and  consequently  the  cervix  uteri  and  bladder  are  carried 
down  into  the  pelvis  before  the  advancing  head,  the  ureters 
are  exposed  to  undue  pressure  and  traction  also,  and  hence 
are  sure  to  be  more  or  less  injured.  The  dangers  are  much 
greater  when  it  is  necessary  to  use  the  forceps  or  perform 
version  under  these  circumstances.  The  presence  of  hard 
faecal  matter  in  the  rectum  may  also  be  mentioned  among  the 
causes.  Faulty  methods  of  operating,  no  doubt,  add  to  the 
dangers.  Undue  lateral  motion  of  the  forceps  during  ex- 
traction must  certainly  do  more  or  less  damage  to  the  adjacent 
tissues  and  ureters.     Especially  is  this  likely  to  occur  if  the 


156        INJURIES  TO  THE  URETERS  DURING  LABOR. 

cervix  uteri  and  bladder  are  permitted  to  descend  before  the 
advancing  head. 

TuKATMEXT. — Thcsc  injuries  being  difficult  to  manage 
their  jirevention  is  of  prime  importance.  When  the  jiresence 
of  renal  trouble  is  detected  before  labor,  and  it  is  presumably 
due  to  partial  obstruction  of  the  ureters,  much  may  be  done 
by  rest  in  the  recumbent  position,  the  judicious  use  of  cathar- 
tics and  diuretics,  and  vaginal  douches.  By  improving  the 
circulation  and  general  nutrition  of  the  organs  and  tissues, 
the  existing  ureteral  trouble  may  be  relieved  and  further 
injuries  avoided.  During  labor  much  may  be  accomplished. 
Full  dilatation  of  the  cervix  before  rupture  of  the  mem- 
branes, so  that  the  bladder  and  ureters  may  rise  out  of  the 
pelvis  when  the  head  descends,  insures  comparative  safety. 
In  view  of  these  facts  the  judicious  obstetrician,  being  fairly 
conscious  of  the  danger  to  the  ureters,  will  find  an  additional 
reason  for  looking  after  their  interests. 

My  attention  was  first  given  to  this  matter  in  order  to  save 
the  bladder  from  contusions  and  displacements,  and  later  I 
found  that  this  was  one  of  the  surest  ways  of  saving  the 
ureters  also. 

I  have  many  times  called  attention  to  the  necessity  of  sup- 
porting tiie  bladder  during  laljor  and  indirectly  the  ureters 
also,  but  so  much  attention  is  bestowed  upon  the  management 
of  the  perineum,  that  the  more  important  dangers  to  the 
urinary  organs  have  l)een  largely  ignored.  This  supporting 
of  the  j)arts  during  delivery  should  be  more  carefully  watched 
when  delivery  with  forceps  is  practised. 

Lacerations  of  the  cervix  uteri  and  pelvic  floor  arc  im- 
portant misfortunes,  but  they  do  not  compare  with  injuries 
of  the  ureters  in  gravity  of  results.  The  fact  is  that  the 
possible  danger  to  the  ureters  has  not  occurred  to  obstetri- 
cians, as  a  rule,  but  when  fully  appreciated  will  have  due 
attention.  The  lateral  motion  of  the  forceps,  referred  to,  i8 
happily  not  nece.s.sary,  nor  is  it  practised  by  experts,  I  be- 
lieve, but  still  it  should  be  avoided  for  the  sake  of  the  ureters 
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as  well  as  for  the  reasons  given  in  obstetric  works.  This 
would  be  an  uncalled-for  statement  were  it  not  for  the  fact 
that  while  the  science  of  obstetrics  is  most  mature,  and  the 
art  practised  by  the  few  in  a  perfect  way,  yet  the  practice  of 
many  is  often  insufficient,  to  say  the  least.  There  is  much 
more  that  might  be  said  about  the  preventive  treatment,  but 
as  my  object  is  merely  to  bring  the  subject  to  your  notice,  I 
may  forbear. 

The  management  of  injuries  of  the  ureters  which  have 
occurred  is,  I  fear,  in  a  very  immature  state.  At  least,  I  have 
never  read  or  heard  of  any  suggestion  regarding  treatment 
and  can  only  give  the  results  of  personal  observation. 

Being  without  precept  or  example,  and  for  years  not  know- 
ing the  pathology  of  the  cases  under  observation,  I  treated 
them  as  inflammatory  affections  without  special  regard  to  the 
location  and  character  of  the  inflammation,  for  that  was  un- 
known. When  a  clear  comprehension  of  the  nature  of  the 
affection  was  obtained  the  treatment  was  still  rather  expec- 
tant. There  is  one  thing  which  has  appeared  to  be  of  advan- 
tage, and  that  is,  keeping  the  bowels  free.  In  fact  free 
catharsis  may  be  tried  if  the  patient  is  able  to  stand  it.  This 
I  discovered  by  seeing  a  case  in  consultation,  in  which  the 
attending  physician,  suspecting  septicaemia  or  obscure  perito- 
nitis, had  adopted  the  modern  treatment — saline  cathartics. 
The  results  were  good  and  I  feel  confident  that  it  is  useful. 
When  the  bladder  is  involved,  much  is  gained  by  washing  it 
out  repeatedly  ;  this  relieves  the  pain  in  the  ureter  aud  kidney 
to  some  extent.  Retention  of  urine  for  an  unusual  length  of 
time  increases  the  suffering  and  no  doubt  increases  the  trau- 
matic inflammation.  The  use  of  the  catheter  docs  much  good 
if  used  by  a  skilled  nurse  or  obstetrician.  The  unclean 
metallic  catheter,  in  general  use  when  I  first  observed  such 
cases,  always  did  harm.  Hot  vaginal  douches  have  been 
tried,  and  when  they  relieve  pain  they  are  curative,  but  when 
they  increase  the  suffering  at  the  time  of  their  use  or  imme- 
diately after,  as  is  often  the  case,  harm  may  result.     In  a 
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word,  the  treatment  has  been  to  relieve  pain,  sustain  the 
patient,  and  trust  that  the  damaii;es  would  be  repaired  before 
the  kidneys  were  fatally  involved.  The  question  of  sur«;ical 
treatment  has  occupied  some  time  and  thought  without  my 
arriving  at  any  definite  conclusions. 

Cathetorizing  the  injured  ureter  seemed  indicated  but  I 
have  had  no  experience  with  it  in  acute  injuries,  because  I 
gave  up  obstetrics  about  the  time  that  the  practice  of  cathe- 
terizing  the  ureters  was  introduced,  and  I  had  not  acquired 
facility  iu  the  operation;  and  lastly,  I  doubted  the  safety  of 
such  treatment,  and  felt  that  it  should  be  tried  by  an  expert 
first,  if  at  all. 

In  the  class  of  cases  due  to  inflammation  of  the  tissues 
around  the  ureter,  the  use  of  the  catheter,  iu  the  bauds  of  an 
expert,  would  be  of  the  greatest  value.  This  has  been  proved 
by  Kelly,  Engelmann,  and  others,  but  when  the  ureter  is  the 
primaiy  subject  of  the  injury,  it  is  doubtful  whether  cathe- 
terization would  be  possible,  and  there  would  be  much  danger 
of  the  iustrument  perforating  the  ureteral  wall. 

DISCUSSION. 

Dr.  W.  W.  Jaggard,  of  Ciiicago. — Injury  to  the  ureters 
during  labor  is  a  very  uncommon  occurrence,  although  it  is  not 
extraordinary  during  pregnancy.  Plane  frozen  sections  indicate 
that  the  pubic  segment  of  tiie  i)elvic  tloor  is  drawn  upward,  and 
that  the  bladder  during  tlie  latter  part  of  the  first  stage  of  labor, 
and  almost  always  during  the  second  stage  of  labor,  is  an  abdomi- 
nal viscus,  and  that,  therefore,  the  ureters  are  withdrawn  from 
the  operation  of  pressure  by  the  head  of  the  child.  Forceps 
applied  before  the  engagement  of  the  head  or  dilatation  of  the 
cervix,  before  the  conditions  for  the  forceps  operation  are  pre- 
sent— may  result  in  injury  to  these  organs,  but  such  an  injury 
I  believe  to  be  very  uncommon.  On  the  other  hand,  there 
is  abundant  evidence  that  during  pregnancy  the  ureters  may 
become  seriously  involved  and  that  very  frequently  an  abnormal 
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condition  of  the  ureter  existing  before  pregnancy  may  be  inten- 
sified by  pregnancy. 

Obstruction  to  the  flow  of  urine  through  the  ureter,  as  one  of 
the  causes  of  eclampsia,  was  noticed  in  1878,  by  Halbertsma, 
and  many  years  before  Morgagni  had  drawn  attention  to  tlie 
same  fact.  Compression  of  the  ureters,  and  uraemia  and 
eclampsia  as  a  consequence,  has  been  noted  by  several  German 
observers.  I  have  observed  one  case  in  which  it  was  shown 
that  compression  was  the  principal  causative  element  in  the 
eclampsia. 

Among  the  causes  specially  operative  during  pregnancy  may 
be  mentioned  increased  intra-abdominal  tension  rather  than 
direct  pressure  of  the  gravid  uterus.  Calculous  pyelitis  is  a 
much  more  common  condition  during  pregnancy  than  is 
generally  believed,  and  in  many  cases  of  abnormal  condition 
of  the  ureters  you  will  discover  small  calculi  whose  presence 
you  would  not  suspect  unless  you  had  a  good  deal  of  expe- 
rience in  palpating  the  ureters,  and  unless  your  anatomical 
observation  at  autopsies  is  particularly  exact  and  critical.  I 
remember  two  very  interesting  cases  that  Dr.  Byford  demon- 
strated before  the  Chicago  Gynecological  Society,  and  I  have 
myself  observed  a  case  of  ureteral  calculus  which  was  the  prob- 
able origin  of  dilatation. 

Catheterization  of  the  ureters  during  the  puerperium  is  difficult, 
dangerous,  and  very  seldom  necessary.  Pawlik  is  the  only  indi- 
vidual I  know  who  can  attempt  it  with  impunity.  The  exami- 
nation of  the  urine  and  palpation  of  the  ureters  per  vaginam, 
with  physical  exploration  of  the  lumbar  region,  will  reveal  all 
the  necessary  facts. 

Dr.  a.  W.  Johnstone,  of  Cincinnati. — This  is  a  very  inter- 
esting subject  to  me  because  I  have  twice  found  very  serious 
disease  of  the  ureters,  once  proving  fatal,  and  causing  me  to  lose 
one  of  my  first  cases  of  laparotomy.  It  was  a  case  of  very  large 
multilocular  ovarian  cyst  in  which  the  patient  developed  furious 
mania  about  forty-eight  hours  after  operation.  At  the  post- 
mortem I  found  that  from  the  point  at  which  the  tumor  pressed  on 
the  ureter  as  it  passed  over  the  pelvic  brim,  up  to  the  kidney  the 
ureter  was  enlarged  so  much  that  I  could  run  my  finger  back  and 
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forth  in  it.  There  was  purulent  inflammation  of  the  duct  and 
hilum  of  the  kidney,  and  the  kidney  itself  was  very  seriously 
disorganized,  but  from  the  point  of  pressure  down  to  the  bladder 
the  ureter  was  normal.     The  opposite  ureter  was  all  right. 

I  believe  if  we  will  analyze  these  cases  of  mania  we  will  find 
that  a  certain  proportion  of  those  following  laparotomy  are  due  to 
some  such  condition.  Another  serious  disease  of  the  ureters 
which  I  once  saw  was  in  a  case  of  general  tuberculosis.  I  only 
speak  of  it  here  to  put  myself  on  record.  It  was  that  of  a  young 
girl  supposed  to  be  dying  of  phthisis,  though  she  had  obstinate 
cystitis,  which  was  the  only  local  trouble  I  could  find.  There  was 
no  comi)lication  of  the  lung,  but  she  presented  all  the  symptoms 
of  tuberculosis.  Post-mortem  I  found  the  bladder  invaded  with 
milary  tuberculosis,  and  the  ureters,  hilum  of  the  kidney,  and  the 
kidney  itself  were  studded  with  miliary  tubercles.  I  only  state 
these  cases  in  order  to  emphasize  the  importance  of  not  over- 
looking the  ureters,  as  they  are  a  frequent  source  of  mischief  in 
gynecological  work. 

Dr.  Howard  A.  Kelly,  of  Baltimore. — It  gives  me  special 
satisfaction  in  exhibiting  this  ureteral  catheter,  to  state  that  I 
believe  that  I  was  the  first  to  introduce  the  instrument,  and  to 
catheterize  the  ureter  free  hand  per  urethram  in  this  country. 
This  is  Pawlik's  catheter  which  1  have  slightly  modified. 
(Instrument  submitted.) 

Dr.  IIknry  T.  Byford,  of  Chicago. — I  would  like  to  call 
attention  to  the  fact  that  this  subject  of  ureteral  disease  is  one 
that  is  bound  to  be  developed.  We  must  be  able  to  separate  deaths 
from  ureteral  troubles  from  those  due  to  disease  of  surround- 
ing organs.  I  have  seen  one  case  of  cancer  of  the  uterus  die  of 
ursemic  convulsions.  In  many  cases  in  which  death  occurs  the 
immediate  cause  is  from  some  obstruction  of  the  ureters,  whereas 
the  death  its  put  down  by  the  ordinary  practitioner  as  due  to  the 
primary  disease  which  caused  the  occlusion  of  the  ureter.  We 
also  find  in  many  post-mortem  examinations,  the  ureter  occluded 
in  cases  in  which  there  is  reason  to  believe  that  this  hastened 
death. 

Witli  regard  to  catheterization  of  the  ureter  I  believe  that  this 
is  a  subject  which  will  also  be  greatly  developed.     No  medical 
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student  or  young  graduate  without  practice  can,  for  the  first  time 
catheterize  a  urethra  without  danger  of  injuring  it,  and  the 
catheterization  of  the  ureter  is  not  very  different. 

Dr.  Kelly. — This  discussion  ought  not  to  close,  Mr.  Presi- 
dent, without  the  additional  observation,  that  in  advanced  preg- 
nancy the  ureter  which  is  normally  felt  against  the  pelvic  wall  is 
very  easily  felt  against  the  head  of  the  child  presenting  down- 
ward ;  anyone  can  notice  it  in  advanced  pregnancy,  particularly 
in  the  puerperium. 

Dr.  Skene. — It  is  hardly  necessary,  Mr.  President,  for  me  to 
say  anything  more  by  way  of  closing  the  discussion.  I  have 
attained  my  object,  which  was  to  call  attention  to  the  subject  so 
that  more  work  might  be  done  in  this  direction.  I  think  that 
sufficient  interest  has  been  excited  in  the  Society  to  warrant  ua 
in  believing  that  more  attention  will  be  given  to  it  in  the  future. 

In  reference  to  the  remarks  made  in  the  discussion  as  to  the 
importance  of  the  ureters,  and  their  relation  to  pelvic  diseases 
and  their  conditions  and  diseases  during  gestation — that  of  course 
is  all  foreign  to  the  paper  which  I  read.  My  object  was  to  add 
to  what  we  know  on  the  subject  by  pointing  in  another  direction, 
and  I  really  think  that  while  much  attention  has  been  given  to 
the  diseases  and  injuries  of  the  ureters  during  gestation,  and  in 
other  pelvic  diseases,  as  noted  by  the  gentlemen  who  have  referred 
to  it,  not  much  of  anything  so  far  as  I  know  (and  the  discussion 
has  not  brought  out  anything  that  is  new,  I  think)  has  been 
done  in  reference  to  the  injuries  during  labor  ;  that,  you  remem- 
ber, is  the  point  which  I  endeavored  to  deal  with. 

In  reply  to  some  of  the  remarks  made  by  Dr.  Jaggard,  I  may 
say  that  I  recognize  all  that  he  has  said  about  the  conditions  of 
the  ureters  during  gestation,  but  I  am  perfectly  confident  that 
they  may  be,  and  sometimes  are,  in  as  perfect  condition  as 
possible,  and  still  they  sustain  injury  during  labor.  There  the 
trouble  begins,  and  ends  in  recovery  or  death,  as  the  case  may 
be.  I  feel  very  confident  of  that  from  cases  which  I  have 
observed,  and  that  is  the  class  of  cases  to  which  I  wish  especially 
to  call  attention. 

Gyn  Soc  U 


IS  THE  MORTALITY  AFTER  GYNECOLOGICAL 
OPERATIONS  AFFECTED   BY  SEASON? 


By  Henry  C.  Cob,  M.D., 
New  York. 


The  writer  was  led  to  seek  the  true  answer  to  this  question 
purely  from  a  personal  desire  to  compare  his  early  teachings 
in  gynecology  with  the  experience  of  others  who  had  been 
trained  in  diiferent  schools.  The  fact  that  a  careful  review 
of  the  records  of  a  single  institution  with  which  he  is  con- 
nected, devoted  exclusively  to  gynecological  work,  showed 
that  between  the  years  1880  and  1890  nearly  one-fourth  of 
the  whole  number  of  deaths  occurred  during  the  months  of 
February,  March,  and  April,  and  that  in  the  majority  of  the 
cases  these  were  due  to  sepsis,  seemed  to  confirm  the  view  that 
the  spring  was  a  season  peculiarly  unfavorable  for  operations. 

In  order  to  test  this  theory,  the  following  questions  were 
addressed  to  a  number  of  specialists  in  this  country  and 
abroad  : 

"  1.  Have  you  noted  any  increase  in  your  mortality,  either 
in  hospital  or  private  practice,  during  any  particular  month 
or  months? 

"  2.  If  so,  do  you  attribute  this  fact  to  climatic  influences,  or 
to  the  greater  prevalence  of  sepsis  at  the  season  in  question? 

"  3.  Have  you  ever  suspended,  or  limited,  your  operative 
work  during  any  month  or  mouths  because  of  the  increased 
mortality?" 

Of  the  two  hundred  gentlemen  to  whom  circulars  were 
sent  over  one-half  replied,  among  them  the  most  prominent 
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gynecologists  here  and  abroad.  The  writer  takes  occasion 
to  acknowledge  the  uniform  courtesy  which  marked  the 
replies,  some  of  which  were  at  considerable  length,  and  will 
be  referred  to  later.  To  the  first  and  second  questions  one 
hundred  replied  decidedly  in  the  negative.  The  majority  of 
these  also  gave  a  negative  reply  to  the  third  question ;  the 
others  uniformly  stated  that  they  suspended  their  operative 
work  during  the  summer,  but  not  because  they  feared  any 
worse  results  at  this  season.  Only  fifteen  answered  the  first 
question  in  the  affirmative,  twelve  mentioning  the  months  of 
February  and  March,  two  January,  and  one  the  late  sunmier. 
It  is  significant  that  not  a  single  operator  had  noticed  any 
difference  in  the  mortality  in  [)rivate  practice,  so  that  we  may 
confine  our  attention  entirely  to  hospital  cases. 

Four  believed  that  the  increased  mortality  was  due  purely 
to  atmospheric  influences,  eleven  to  the  greater  prevalence  of 
sepsis,  and  four  to  a  combination  of  both.  Two  well-known 
American  gynecologists  believed  there  was  a  greater  tendency 
to  pelvic  inflammation  during  February  and  March.  A  few 
were  inclined  to  attribute  the  increase  of  sepsis  to  the  greater 
"humidity,"  "constitutional  depression,"  "  greater  liability 
to  catching  cold,"  but  the  majority  expressed,  either  directly 
or  by  inference,  the  view  that  hospitals  were  apt  to  be  in  a 
less  perfect  sanitary  condition  during  the  late  winter  and  early 
spring. 

Only  six  replied  to  the  third  question  in  the  affirmative, 
and  of  these  one  limited  his  abdominal  surgery  alone,  and  two 
had  no  fixed  rule  with  regard  to  it.  Two  gentlemen,  who  had 
formerly  found  it  necessary  to  limit  their  work  during  the 
months  in  question,  had  observed  that  since  they  had  adopted 
strict  antiseptic  precautions  there  had  been  no  difl'erence  in  the 
results  at  any  particular  season. 

Some  of  our  most  prominent  operators  still  showed  the 
influence  of  their  former  belief  in  atmospheric  influences  by 
expressing  a  "  general  preference  for  other  months,"  at  least 
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in    cases  of  laparotomy,    though    without   any    wcll-dctined 
reason. 

It  should  be  stated  that  many  prominent  American  sur- 
geons suspend  their  abdominal  work  (especially  in  private 
practice)  during  the  summer;  a  few  because  they  fear  the 
depressing  effect  of  the  hot  weather,  but  the  majority  because 
they  take  their  vacations  at  this  time  of  the  year.  The  results, 
as  shown  by  hospital  statistics,  are  as  good  as  they  are  during 
the  winter. 

Several  gentlemen,  who  have  had  a  large  experience  in 
obstetrics  as  well  as  in  gynecology,  called  attention  to  the  fact 
that  puerperal  fever  was  formerly  more  prevalent  during  the 
early  spring,  but  that  under  modern  precautions  the  influence 
of  season  had  been  shown  to  be  nil.  As  Dr.  Emmet 
pointed  out  twenty  years  ago,  there  was  an  intimate  relation 
between  these  outbreaks  and  increased  mortality  in  surgical 
wards,  which  is  readily  explained  in  the  light  of  our  present 
knowledge  of  the  transmission  of  septic  germs. 

It  is  evident. that  this  brief  study  has  yielded  less  results 
than  the  writer  anticipated  at  the  outset.  There  is  such  a 
unanimity  of  opinion  in  the  negative  that  no  room  is  leit  for 
discussion.  Even  the  few  who  seem  to  recognize  seasonal 
influences  either  present  no  good  reason  for  their  opinion,  or 
admit  that  sepsis  is  after  all  the  real  factor;  while  the 
half-dozen  who  limit  their  operations  during  the  early  spring, 
do  80  more  from  a  laudable  desire  to  give  their  patients 
the  possible  benefit  of  a  more  favorable  season,  than  from  a 
clearly  defined  belief  that  operative  work  is  contra-indicated 
on  account  of  the  time  of  the  year.  All  the  laparotomists  of 
widest  experience  are  ranged  on  the  side  of  those  who  hold 
that  atmospheric  influences  have  nothing  to  do  with  the 
results  of  gynecological  operations.  Many  of  these  admit 
that  they  once  leaned  to  this  belief,  but  that  during  the  past 
five  or  six  years — that  is,  since  the  general  adoption  of  anti- 
septic methods — they  have  entirely  abandoned  this  idea. 
Still,  it  must  be  admitted  that  all  surgeons  (sometimes  by 
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force  of  their  surroundings)  are  not  equally  strict  in  their 
precautions  in  hospital  practice,  so  that  they  may  continue  to 
have  epidemics  of  sepsis,  which  seem  to  be  most  prevalent  at 
certain  times  of  the  year.  These  will,  doubtless,  soon  be 
eliminated  even  by  the  most  conservative. 

The  writer's  experience  agrees  with  that  of  the  few  gentle- 
men who  have  noted  an  increase  in  the  mortality  after  gyne- 
cological operations  in  hospital  practice  during  February  and 
March,  and  who  believe  that  it  is  due  to  the  greater  preva- 
lence of  sepsis  at  this  season.  That  peculiar  atmospheric  condi- 
tions have  any  special  influence  he  does  not  believe,  except  so 
far  as  they  may  favor  the  development  of  occasional  acute 
pulmonary  complications.  The  fact  that  there  may  be 
unhealthy  seasons  (as  during  an  epidemic  of  influenza)  does 
not  alter  the  case  in  the  least.  It  is  a  sijjnificant  fact  that 
several  of  the  gentlemen  who  replied  at  length  to  the  above 
queries,  acknowledged  that  they  formerly  regarded  the  spring 
as  especially  unfavorable  for  operative  work,  but  since  the 
introduction  of  modern  aseptic  and  antiseptic  precautions  they 
had  entirely  abandoned  this  view. 

It  may  be  taken  for  granted,  then,  that  according  to  the 
general  opinion  sepsis  is  the  cause,  and  the  only  cause,  of  a 
relatively  greater  mortality  in  hospitals  during  any  particular 
season,  and  especially  during  the  spring. 

Is  there  any  foundation  for  the  belief  that  this  sepsis  is  due 
to  the  season  itself?  Is  "  humidity,"  or  "  constitutional  de- 
pression," or  "a  greater  tendency  to  pelvic  inflammation  "  a 
prominent  etiological  factor  during  February  and  March? 
Is  there  any  truth  in  the  idea  that  epidemics  of  puerperal 
fever  and  infectious  diseases  being  more  prevalent  in  the  early 
spring,  therefore  gynecological  operations  (especially  major 
ones)  are  attended  with  greater  risk  ?  The  accumulated  evi- 
dence must  lead  us  to  reply  in  the  negative.  Granted  that 
according  to  the  older  writers  the  system  is  more  depreciated 
at  this  time  of  the  year,  that  does  not  afi^ect  the  development 
of  sepsis,  though  the  patient  may  sometimes  be  less  able  to 
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resist  it  on  account  of  such  depreciated  vitality.  But,  from 
what  we  now  know  of  the  causes  and  prevention  of  septic 
infec^tion,  it  is  impossible  to  understand  why  it  should  be 
more  dreaded  at  one  time  than  at  another.  With  regard  to 
the  coincidence  of  epidemics  of  puerperal  fever  and  increased 
mortality  after  operations,  we  can  only  add  that  the  former 
have  become  things  of  the  past,  their  disappearance  being 
simultaneous  with  the  intelligent  application  of  antiseptic 
principles  to  gynecology  as  well  as  to  obstetrics.  The  pre- 
cautions adopted  by  modern  laparotomists  effectually  guard 
against  the  danger  from  epidemics  of  other  infectious  diseases, 
such  as  erysipelas,  diphtheria,  or  scarlatina.  It  follows  that 
any  increase  in  sepsis  is  due  to  a  failure  to  guard  against  it, 
either  by  the  elimination  of  sources  of  infection,  or  by  the 
adoption  of  proper  precautions  during  the  operation.  That 
such  sepsis  is  most  prevalent  in  some  hospitals  in  which  in- 
struments and  operating-rooms  are  in  constant  use  by  several 
operators,  with  different  assistants  and  groups  of  spec^tators,  is 
clearly  due  to  the  fact  that  after  a  busy  winter,  when  such 
operating-rooms  and  wards  are  more  or  less  infected,  there 
succeed  two  or  three  mouths  (which  are  always  active  ones) 
in  which  antiseptic  precautions  are  relaxed.  Warned  by  in- 
creased mortality,  fresh  ])recautions  are  taken,  and,  with 
greater  cleanliness,  the  results  during  succeeding  months  again 
return  to  the  usual  standard.  We  need  not  go  farther  for  an 
ex})lanation  ;  it  is  perfectly  simple.  As  Dr.  Bantock  perti- 
nently remarks  in  a  personal  letter  to  the  writer :  "  When  I 
lose  a  case  I  can  always  account  for  the  result  by  one  of  three 
things,  viz., something  that  I  have  done,  something  that  I  have 
omitted  to  do,  or  something  that  it  was  impossible  to  do."  In 
short,  the  time  is  past  when  we  need  to  interrogate  the  earth 
or  the  air  for  the  causes  of  death  after  operation  which  lie 
within  ourselves,  and,  so  far  as  regards  its  influence,  we  may 
be  inditlerent  as  to  whether  the  month  is  October  or  March. 


DRAINAGE  AFTER  LAPAROTOMY. 

By  Thomas  A.  Ashbt,  M.D., 

JSaltimore. 


The  tendency  of  the  age  in  which  we  live  is  to  run  after 
methods  and  ideas  of  uoveUy  and  originality.  This  marked 
characteristic  of  the  intellectual  aim  of  a  progressive  civiliza- 
tion applies  with  striking  force  to  our  habits  of  scientific  and 
clinical  work.  This  Society  has  manifested  just  such  traits 
in  the  investigative  work  which  it  annually  presents  in  its 
volume  of  Transactions.  It  is,  perhaps,  due  to  this  fact  that 
its  influence  upon  the  medical  thought  of  this  country  and  of 
other  civilized  countries,  in  the  department  of  gynecology, 
has  been  so  noticeable  and  so  distinguished.  It  is  not  my 
purpose  to  depreciate  this  distinguished  feature  of  the  annual 
work  of  this  Society.  It  has  its  useful  and  beneficent  pur- 
pose, and  is  a  subject  for  encouragement  rather  than  of  criti- 
cism. The  observation  I  wish  to  present,  by  way  of  comment 
rather  than  by  way  of  disapproval,  is  the  fact  that  in  our 
supreme  regard  for  original  work  and  for  original  ideas  and 
methods,  we  are  inclined  to  overlook  the  consideration  of 
minor  and  ordinary  clinical  conditions  which  bear  very  im- 
portant relations  to  the  results  of  our  work.  As  much  as  we 
may  profit  by  the  original  work  which  is  presented  to  these 
meetings  we  may,  in  my  judgment,  equally  profit  by  a  more 
careful  clinical  study  of  conditions  which  we  tacitly  accept  as 
well-nigh  perfect  and  lacking  in  practical  value  for  further 
study  and  discussion. 

In  the  subject  which  I  have  brought  forward  I  may  possi- 


168  DRAINAGE  AFTER  LAPAROTOMY. 

bly  trespass  upon  important  time  and  weary  you  witli  a  regard 
for  seemingly  unnecessary  details.  My  apology  for  such 
assurance  upon  my  part  is  a  selfish  desire  to  learn  from  the 
experience  and  views  of  others  that  which  is  more  or  less  im- 
perfectly impressed  upon  my  own,  I  have  convictions  based 
upon  a  personal  study  and  observation  which  need  disapproval 
or  confirmation.  The  purport  of  this  paper  is  to  assent, 
not  to  assert.  I  feel  more  willing  to  receive  than  to  give, 
reversing  the  Scriptural  injunction. 

In  my  early  laparotomy  work  I  invariably  closed  the 
abdomen  after  comj)letiug  the  toilette  of  the  peritoneum  with 
scrupulous  care.  These  cases  recovered  with  but  one  excep- 
tion, after  some  days  of  high  temperature  and  indications  of 
localized  peritonitis  and  sepsis.  These  conditions  I  attributed  to 
surgical  fever  and  accepted  as  a  necessary  result  of  iutra-pel  vie 
surgery,  I  was  satisfied  so  far  with  the  method  of  complete 
closure  of  the  al)dominal  cavity  after  simple  procedures,  and 
I  am  satisfied  would  have  gone  on  with  this  practice  had  not 
my  attention  been  attracted  to  the  very  marked  value  of  the 
drainage-tube  by  a  most  trying  experience. 

Case  I. — In  September  of  last  year  I  removed  from  the  pelvis 
of  a  woman,  aged  twenty-eight  years,  a  pus-tube  of  enormous 
proportions,  containing  over  one  and  a  half  pint  of  pus,  and  so 
distended  that  it  occupied  every  available  space  in  the  pelvis. 
It  was  adherent  to  intestine,  omentum,  bladder,  uterus,  and 
pelvic  wall,  and  had  to  be  shelled  out  of  its  position  with  great 
difficulty.  Much  lymph  and  debris  were  unavoidably  left  be- 
hind after  as  thorough  cleansing  as  was  possible.  In  closing  the 
wound  in  the  abdomen  I  left  in  a  glass  drainage-tube  and  fre- 
quently during  the  day,  for  the  subsequent  three  days,  washed 
out  the  pelvis  until  the  washings  gave  no  evidence  of  pus.  On 
the  fourth  day  the  glass  tube  was  removed  from  the  pelvis,  but 
a  short,  soft  rubber  tube  wjis  left  in  the  abdominal  opening  to 
prevent  closure.  Through  this  smaller  opening  the  cleansing  of 
the  well  made  by  the  tube  was  accomplished.  On  the  fifth  day 
the  rubber  tube  was  removed  and  the  abdominal  opening  was 
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left  to  close  spontaneously.  The  patient's  temperature  had  not 
risen  higher  than  100^,  but  her  general  condition  was  greatly 
depressed,  nausea  and  vomitin-^  had  been  incessant,  and  it  became 
necessary  to  attempt  her  feeding  by  the  rectum.  I  ordered  an 
enema  of  one  pint  of  warm  railk  per  rectum  on  the  morning  of 
the  sixth  day,  and  instructed  the  nurse  to  be  extremely  careful 
in  giving  the  injection,  to  use  no  force,  and  to  proceed  very  slowly. 
To  my  surprise  and  chagrin,  on  dressing  the  wound  in  the  after- 
noon, the  milk  given  bv  enema  and  small  particles  of  fecal  matter 
were  found  in  the  dressing.  A  fecal  fistula  had  been  established 
in  free  communication  with  the  abdominal  opening.  Fortunately 
for  my  patient,  an  outlet  had  been  provided  and  the  peritoneal 
cavity  was  saved  from  this  unforeseen  flooding.  As  embarrassing 
as  this  complication  appeared  I  did  not  despair,  for  drainage  was 
good,  and  thorough  cleansing  of  the  fecal  tract  was  possible. 
After  three  weeks  of  careful  washing  and  attention  the  tract 
closed  spontaneously.  The  patient,  after  some  six  weeks  of 
extreme  illness,  recovered  and  was  restored  to  complete  health. 

Here  the  drainage-tube  not  only  kept  down  temperature  and 
septic  trouble,  but  provided  a  safe  way  of  escape  for  a  bowel- 
openinjy  neither  anticipated  nor  feared  up  to  the  time  of  its 
occurrence.  Had  the  abdominal  opening  been  closed  on  the 
fourth  day,  as  every  indication  warranted  me  in  doing,  the 
discharge  would  have  been  intra-peritoneal,  and  probably 
fatal  in  a  few  hours.  Its  prompt  recognition  through  a  free 
opening  saved  the  woman's  life. 

Case  II. — A  similar  experience  happened  in  the  treatment  of 
a  case  from  whom  I  removed  an  enormous  haemeto-salpiiix.  The 
tumor  filled  the  entire  pelvis  and  contained  over  two  pints,  esti- 
mated, of  blood-clots  and  serum.  It  was  adherent  everywhere, 
and  was  removed  with  great  difficulty.  Thorough  washing  and 
cleansing  of  the  cavity  were  not  sufficient  to  dispose  of  all  of  the 
debris  of  the  tumor  wall  and  adhesions.  Profiting  by  previous 
experience,  I  used  the  glass  drainage-tube,  and  for  six  days  em- 
ployed frequent  ablutions.  This  tube  was  then  removed  and  one 
of  soft  rubber  was  made  to  take  its  place.  Daily,  and  by  degrees, 
the  tube  was  shortened  until  the  well  was  filled  in  and  only  the 
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abdominal  opening  kept  free.  I  was  on  the  eve  of  removing  the 
short  tube  when  on  the  fourteenth  day  I  detected  the  odor  of 
fecal  matter  in  the  dressing,  and  found  the  stump  of  the  pedicle 
as  a  foul  slough  in  the  wound.  This  was  drawn  out  with  a  pair 
of  forceps,  and  then  a  fecal  opening  freely  discharged.  Thorough 
cleansing  and  attention  brought  a  satisfactory  result.  The  fecal 
tract  closed  spontaneously  in  the  course  of  six  weeks,  and  the 
patient  made  a  recovery.  Prior  to  the  operation  her  temperature 
ranged  from  101°  to  104°.  She  had  localized  pneumonic  con- 
solidation in  both  lungs  followed  by  softening,  and  was  regarded 
by  her  family  physician  as  in  the  last  stages  of  consumption. 
Her  temperature  fell  immediately  after  the  operation  to  99°,  and 
did  not  rise  beyond  101°  thereafter.  Her  lungs  cleared  up  and 
her  general  condition  has  been  one  of  steady  improvement  from 
the  morning  subsequent  to  the  operation  to  the  present  time. 
Here  the  drainage-tube  again  saved  a  life,  and  here  the  delay  in 
its  contemplated  removal  prevented  a  reopening  of  the  abdomen, 
if  not  a  fatal  termination. 

It  is  quite  evident  that  in  the  cases  here  related  there  was 
the  strongest  indication  for  the  employment  of  the  most  care- 
ful drainage,  and  the  surgeon  would  have  been  derelict  in 
duty  not  to  have  employed  it  under  such  circumstances ;  still, 
in  my  judgment,  the  lessen  taught  by  these  cases  loses  none 
of  its  force,  in  view  of  the  fact  that  the  indications  for  the 
withdrawal  of  the  tube  and  closure  of  the  orifice  were  as  pro- 
nounced as  (Jiose  which  had  previously  called  for  its  employ- 
ment. The  deduction  which  I  would  draw  from  this  experi- 
ence is  tlie  fact  tluit  we  should  not  be  in  too  great  haste  to 
close  the  abdominal  opening  after  having  used  the  tube.  It 
may  be  kept  open  with  safety  for  some  days  by  the  use  of  a 
simple  glass  or  rubber  stem,  such  as  is  used  after  the  operation 
of  forcible  dilatation  of  the  cervix  uteri.  The  stem  should 
be  removed  frequently  and  be  kept  thoroughly  aseptic.  It 
acts  as  a  stopper  which,  when  withdrawn,  admits  of  thorough 
intra-pelvic  cleansing  by  the  use  of  the  long-nozzle,  hard- 
rubber  syringe. 

Experience  has  taught  me  that  drainage  after  laparotomy 
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for  the  removal  of  ovaries  and  tubes,  after  simple  ovariotomy, 
and  even  after  minor  surgical  interferences  within  the  abdo- 
men, is  attended  with  very  few  disadvantages.     Whenever 
the  abdomen  is  opened  for  the  treatment  of  intra-pelvic  con- 
ditions adhesions  are  frequently  disturbed,  bloodvessels  are 
often  torn,  and  points  for  the  leakage  of  blood,  serum,  and 
inflammatory  exudates  remain.     In  the  simplest  cases  such 
resultants  after  a  laparotomy  may  be  successfully  disposed  of 
by  the  reparative  processes,  and  even  in  grave  cases  similar 
results  are  obtained,  yet  it  is  plain  to  my  judgment  that  whilst 
nature  may  accomplish  this  purpose  with  satisfaction  in  the 
majority  of  cases,  conditions  arise  which  teach  the  lesson  that 
this  dnty  should  not  be  entrusted  to  nature  under  all  circum- 
stances.    I  may  suggest  the  inquiry  whether  drainage  is  not 
the  safest  and  surest  method  of  disposing  of  these  products 
in  the  vast  majority  of  cases,  the  exceptions  being  reserved 
for  exploratory  incisions  and  for  the  removal  of  the  most 
simple  growths  and  conditions.     The  fact  that  recoveries  fol- 
low the  method  of  primary  closure  of  the  abdomen  in  a  large 
percentage  of  cases  does  not  weaken  an  argument  which  might 
show  a  larger  percentage  of  results  by  the  employment  of 
drainage.    I  have  observed  in  my  work  that  where  the  abdo- 
men was  closed  primarily  the  case  progressed  with  a  higher 
temperature,  with  more  pronounced  nausea,  and  with  indica- 
tions of  a  higher  inflammatory  action  within  the  abdomen. 
The  pain  after  the  operation  was  more  pronounced  from  the 
mechanical  presence  of  the  tube,  but  this  was  compensated 
for  by  less  distention  of  the  abdomen,  less  tympanites,  and 
less  gastric  uneasiness.     In  those  cases  in  which  I  have  em- 
ployed drainage,  even  after  simple  procedures,  I  have  been 
impressed  with  the  fact  that  from  twenty-four  to  forty-eight 
hours  ofter  the  operation  decided  evidences  of  slight  intra- 
pelvic  bleeding  were  recognized  in  the  discharges  from  the 
tube.      Inflammatory  exudates  were   cautiously  withdrawn 
through  the  tube,  thus  relieving  the  peritoneal  membrane  of 
the  presence  of  material  capable  of  generating  sepsis  or  of 
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promoting  inflammatory  results.  By  the  process  of  drainage 
no  material  is  left  for  absorption,  for  decomposition,  or  for 
pus-formation.  To  re])eat,  the  tem])erature  is  lower,  the 
circulation  is  more  quiet,  and  the  general  condition  of  the 
patient  is  improved. 

The  method  which  I  employ  possesses  nothing  original. 
Its  entire  scope  is  expressed  in  the  words  asepsis,  prudence, 
and  carefulness.  After  completing  the  toilette  of  the  perito- 
neum, I  introduce  the  abdominal  suture  as  for  complete 
closure.  After  tying  the  upper  four  to  six  stitches,  according 
to  the  length  of  the  incision,  I  tie  the  two  at  the  lower  angle, 
and  between  these  insert  the  perforated  glass  tube  until  the 
distal  end  rests  easily  in  the  pelvic  fossa.  The  remaining 
sutures  are  now  drawn  until  the  incision  is  closed  with  the 
tube  in  position.  A  suture  is  introduced  and  temporarily 
tied  so  as  to  close  the  orifice,  if  it  is  found  desirable  to  remove 
the  tube  or  to  introduce  a  smaller  one.  This  expedient  I  find 
very  convenient  when  a  withdrawal  of  the  tube  is  contem- 
plated within  a  few  hours.  And  just  here  I  will  remark  that 
I  have  never  observed  a  ventral  hernia  following  the  use  of 
the  tube,  as  lias  been  complained  of  by  some  observers.  When 
the  abdominal  wound  is  closed  with  the  tube  in  ])osition,  as 
here  described,  I  withdraw  from  the  tube  with  the  syringe 
every  particle  of  water,  blood,  or  serum  which  has  drained 
into  it.  I  next  close  the  external  orifice  with  an  absorbent 
cotton  stopper,  iodoform  gauze,  and  absorbent  cotton  and 
binder  as  after  all  laparotomies.  The  patient  is  then  treated 
as  under  similar  circumstances  for  laparotomy.  The  tube  is 
watched  for  indications  of  leakage  or  hemorrhage.  This  latter 
condition  may  be  thus  early  recognized  and  estimated  w'ithout 
serious  consequences  to  the  patient,  as  must  follow  where 
symj>toms  of  intra-pelvic  bleeding  point  to  the  possible  neces- 
sity of  reopening  the  abdomen  and  religation  of  vessels. 
Every  four  to  six  hours,  either  in  person  or  through  intelli- 
gent assistants,  I  have  the  contents  of  the  tube  drawn  with 
the  syringe,  and  the  tube  and  abdomen  washed  out  with  asep- 
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tic  solutions  as  the  indications  warrant.     The  glass  tube  is 
removed  within  twelve,  thirty-six,  forty-eight,  or  seventy-two 
hours,  just  as  indications   and  conditions  demand.     A  clean 
and  pure  condition  warrants  an  early  removal,  other  symp- 
toms being  in  accord.     A  foul  and  copious  oozing  of  bloody 
serum,  debris,  or  pus  necessitates  a  prolonged  retention.     I 
regard  it  as  grave  an  error  to  leave  the  tube  iu  too  long  as  to 
remove  it  too  soon.     Here  intelligent  judgment  must  fix  the 
rule  of  action.     After  the  removal  of  the  glass  tube  I  do  one 
of  three  things,  I  withdraw  the  tube  absolutely,  I  introduce 
an  aseptic  perforated  soft-rubber  tube,  or  I  place  in  the  open- 
ing a  glass  or  hard-rubber  stem  simply  to   prevent  entire 
closure  of  the  orifice,  and  to  favor  its  gradual  retraction  so 
that  communication  is  maintained  with  the  abdominal  cavity, 
and  an  outlet  is  provided  for  material  which  it  may  prove 
desirable  to  remove.     The  advantages  of  drainage  cannot  be 
gainsaid  in  any  condition  of  intra-pelvic  sepsis.     The  pres- 
ence of  high  inflammatory  action  or  of  pus-formation  after  a 
laparotomy  are  as  undesirable  as  any  symptoms  which  can 
arise.     After  the  immediate  dangers  of  a  laparotomy,  such  as 
shock  and  hemorrhage,  have  subsided,  the  remote  conditions 
which  destroy  life  may  be  referred  to  peritonitis  and  septicse- 
raia  in  the  vast  majority  of  cases.     The  surgical  mind  is  ever 
suspicious  of  sepsis. 

The  methods  and  agencies  for  preventing  sepsis  have  called 
into  existence  the  so-called  antiseptic  system  of  surgery,  and 
yet  in  spite  of  the  teachings  of  this  system  its  employment 
is  almost  universally  confined  to  the  period  of  operative 
intervention.  The  laparotomist  cleanses  the  apartments  in 
which  he  operates  with  scrupulous  care,  the  patient  is  treated 
with  the  same  cautious  consideration.  Every  detail  for  the 
prevention  of  sepsis  is  conducted  up  to  the  very  point  of 
complete  closure  of  the  abdomen,  and  yet  in  spite  of  such 
precautions  sepsis  often  supervenes.  One  is  puzzled  to 
account  for  its  origin  upon  any  other  hypothesis  than  the 
assertion  that  something  has  been  introduced  into  the  abdo- 
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men,  ami  left  there  capable  of  establishing  such  influences. 
We  cannot  exaggerate  the  importance  of  asepsis  in  every 
step  of  the  operation  up  to  the  point  of  complete  closure 
of  the  abdomen.  When  this  point  has  been  reached  may  we 
not  tarry  and  consider  whether  in  the  complete  closure  of  the 
wound  we  are  not  shutting  out  from  observation  and  careful 
nuinagemont  a  possible  septic  surface  which  could  be  managed 
to  far  better  advantage  by  a  metiiod  of  continued  drainage 
and  prolonged  aseptic  precautions  ? 

The  questions  I  would  ask  for  intelligent  discussion  are: 
1st.  What  are  the  dangers  and  disadvantages  of  drainage? 
2d.  What  are  its  uses  and  advantages?  3d.  Are  more  lives 
saved  than  lost  by  its  cautious  and  intelligent  employment? 
I  have  not  investigated  this  subject  in  a  statistical  way.  I 
have  personally  refrained  from  any  reference  to  the  work  of 
others.  I  am  presenting  my  own  limited  experience,  and  I 
venture  to  say  that  drainage  is  perfectly  safe  when  intelli- 
gently employed,  that  it  secures  cleanliness  and  asepsis  within 
the  abdomen,  that  it  provides  a  way  of  escape  for  intra-abdomi- 
nal ])roducts,  tiiat  it  keeps  the  surgeon  informed  in  regard  Ui 
conditions  going  on  within  the  pelvic  cavity,  aud  lastly,  that 
it  reduces  mortality. 

If  the  foregoing  propositions  are  tenable  then  it  is  perti- 
nent to  inquire  whether  the  system  of  drainage  after  laparotomy 
is  as  generally  and  specifically  employed  as  it  should  be?  I 
have  had  no  way  of  collecting  reliable  statistical  data  upou 
this  point,  and  I  therefore  hope  that  a  discussion  will  follow 
which  will  indicate  the  experience  and  opinions  of  the  mem- 
bers of  this  Society  upon  the  j)oints  I  have  presented.  So  fur 
as  my  individual  experience  extends  I  am  a  convert  to  the 
view  that  drainage  after  laparotomy  is  a  most  essential  step 
in  the  succressful  conduct  of  intra-abdominal  work.  I  am  fur- 
ther convinced  that  its  employment  is  too  restricted  in  the 
practice  of  intra-abdominal  surgery,  and  that  there  is  need  of 
a  more  careful  study  and  consideration  of  the  advantages 
which  it  presents. 
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If  the  method  of  drainage  after  laparotomy  can  be  shown 
to  exercise  a  direct  and  immediate  influence  upon  the  mortality 
statistics  of  abdominal  surgery  it  commends  itself  at  once  to 
the  intelligent  judgment  of  the  humane  surgeon.  If  in  addi- 
tion to  this  it  can  be  shown  that  the  convalescence  following 
intra-abdominal  work  is  marked  by  a  lowered  temperature, 
by  improved  circulation,  by  a  reduced  general  depression,  and 
by  a  comparative  freedom  from  intra-abdominal  inflammation 
and  sepsis,  we  have  the  strongest  ground  for  its  employment 
even  in  those  minor  conditions  of  laparotomy  in  which  the 
method  of  primary  closure  has  been  successfully  practised. 
These  are  the  considerations  which  I  present  for  a  candid  and 
intelligent  discussion  by  this  Society  in  no  spirit  of  dogmatism 
but  with  the  earnest  hope  that  I  may  profit  by  the  large  expe- 
rience and  views  of  men  who  can  speak  with  authority  and 
in  no  uncertain  lanffuage. 

DISCUSSION. 

Dr.  Hunter  Robb,  of  Baltimore. — Drainage  after  abdom- 
inal operations  is  a  question  of  the  greatest  importance.  For  the 
past  two  years  I  have  been  particularly  interested  in  the  manage- 
ment of  the  drainage-tube.  I  feel  convinced  that  its  proper  use 
has  been  a  most  important  factor  in  raising  abdominal  surgery  to 
its  present  status.  With  a  still  wider  appreciation  of  its  advan- 
tages many  lives  which  are  being  sacrificed  yearly  would  certainly 
be  saved. 

Hippocrates  makes  mention  of  hollow  pencils,  and  Galen 
describes  leaden  tubes  for  drainage.  Heister,  of  Niirnberg,  1731, 
in  his  work  on  surgery,  p.  85,  recommends  the  use  of  a  wick- 
drain  in  all  abdominal  wounds  until  the  discharge  became 
perfectly  healthy.  From  the  standpoint  of  to-day,  however, 
Chassaignac,  of  Paris,  in  his  treatise  published  in  1H59,  Traite 
Pratique  de  la  Suppuration  et  du  Drainage,  settles  the  principles 
of  drainage  upon  a  broad  scientific  basis,  and  is,  therefore, 
generally  accounted  the  discoverer  of  the  same.  Here  the 
rubber   drain   first   made   its   appearance.     With  Koeberl^,  of 
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StrasburjT,  originated  the  glass-drain  now  so  universally  employed 
in  abdominal  surgery. 

Tlie  past  winter  I  have  particularly  interested  myself  in  bac- 
teriological experiments  made  with  the  secretions  collected  in 
the  tube. 

Drainage  is  to  be  employed  to  meet  the  following  conditions : 

1st.  To  provide  a  means  of  escape  for  the  serous  oozing  which 
follows  the  separation  of  broad  adherent  surfaces. 

2d.  To  guard  against  septic  peritonitis  from  retained  pus  from 
the  tube,  ovary,  or  other  viscus. 

3d.  To  remove  the  fluid  in  cases  of  persistent  capillary 
hemorrhage. 

4th.  To  provide  against  secondary  hemorrhage  in  cases  of 
hysterectomy,  when  the  pedicle  is  dropped. 

5th.  To  drain  the  peritoneal  cavity,  and  starve  out  the  disease 
in  cases  of  chronic  or  tuberculous  peritonitis. 

Koeberl6's  glass  tubes,  with  trifling  modifications,  are  still 
the  best.  These  are  straight  and  curved,  of  a  length  varying 
from  12  to  15  cm.,  and  a  diameter  of  8,  10,  and  12  mm.,  all 
lengths  being  made  of  these  diameters.  Every  tube  should  be 
perforated  with  9  to  12  holes,  1  mm.  in  diameter,  extending  from 
the  lower  end  one-third  the  length  of  the  tube.  It  is  an  im- 
portant point  not  to  have  these  holes  larger  than  1  mm.  in 
diameter,  to  prevent  the  omentum,  and  even  the  intestine,  from 
working  into  the  lumen  of  tiie  tube.  Place  the  tube  in  Doug- 
las's cul-de-sac,  just  behind  the  uterus,  so  that  it  will  drain  the 
fluid  which  accumulates  in  the  most  dependent  portion  of  the 
pelvis. 

Wick,  gauze,  or  cotton,  thoroughly  sterilized,  and  placed  so  as 
to  drain  from  the  bottom  of  the  tube,  will  keep  up  a  steady 
capillary  flow.  Of  these  substances  ordinary  lamp-wick  is  the 
best;  next  to  this  stands  gauze,  twisted  into  rolls,  just  large 
enough  to  enter  the  tube  easily. 

In  cases  of  extensive  injury  to  the  cellular  tissue  of  the  pelvis, 
where  we  wish  to  control  the  hemorrhage  and  at  the  same  time 
drain,  the  following  plan  is  worthy  of  trial :  Take  long  strips  of 
5  per  cent,  iodoformgauze,  3  cm.  in  width,  and  pack  this  around 
the   uterus,   bringing   the  end  out   at   the  lower  angle  of  the 
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wound ;  or  where  pressure  is  desirable  we  can  pack  the  gauze 
in  coils  in  the  form  of  a  spring,  bringing  one  end  out  through  a 
drainage-tube,  and  regulate  the  amount  of  pressure  by  the  ab- 
dominal binder.  In  order  to  remove  such  a  pack  it  is  only- 
necessary  to  raise  the  tube  slightly  and  pull  the  gauze  through 
the  tube  layer  by  layer.  Employed  in  this  way  there  is 
no  danger  of  pulling  out  the  intestines  or  omentum  with  the 
dressing.  If  the  tube  is  carefully  placed,  and  the  capillary 
drainage  properly  arranged,  a  continuous  flow  will  take  place, 
and  it  will  not  require  the  frequent  cleansing  as  advised  by  some. 

Removing  the  dressings  frequently  exposes  the  patient  to  the 
risk  of  .septic  infection.  The  tube  can  take  care  of  itself  for  a 
period  of  from  twelve  to  twenty-four  hours.  In  fifty  cases  thus 
drained  this  point  has  been  thoroughly  tested  by  allowing  the 
tubes  to  go  without  dressing  for  twenty-four  to  foi'ty-eight  hours, 
and  in  no  case  was  a  single  unfavorable  symptom  observed. 

Hands,  instruments,  and  dressings  employed  when  dressing  the 
tube  must  be  perfectly  clean ;  the  importance  of  this  is  very  excep- 
tionally appreciated,  and  accounts,  I  feel  positive,  for  the  septic 
infection  that  at  times  follows  the  use  of  the  tube.  The  forceps 
devised  by  Dr.  Kelly  for  cleansing  the  tube  have  proven  very 
valuable  in  facilitating  rapid,  clean  work.  By  catching 
pledgets  of  cotton  with  the  forceps  the  tube  can  be  thoroughly 
cleansed.  This  is  a  much  safer  and  cheaper  method  than  the 
use  of  a  suction  apparatus,  which  is  not  efficient  and  is  at  once 
contaminated  and  unfit  for  further  use. 

It  is  a  good  rule  to  rotate  the  tube  three  times  at  each  dress- 
ing, and  thus  obviate  the  danger  of  any  portion  of  the  omentum, 
or  even  the  intestine,  becoming  incarcerated  by  slipping  through 
a  perforation  of  large  calibre  in  the  tube. 

The  decision  as  to  how  long  the  tube  shall  be  left  in  the  abdo- 
men is  difficult  in  some  cases.  It  is  safer  to  drain  too  long  than 
too  short  a  time.  As  soon  as  the  fluid  is  only  enough  to  wet 
the  plug  in  the  tube  it  may  be  removed  with  safety.  This  point 
is  generally  reached  in  from  twelve  to  twenty-four  hours,  or  in 
some  instances  as  late  as  the  fourth  or  fifth  day. 

The  early  removal  of  the  tube  relieves  the  patient  of  discom- 
fort and  anxiety.     It  also  allows  the  tissues  of  the  tube-track 
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to  collapse,  promoting  immediate  union  and  diminishing  the 
liability  to  ventral  hernia  at  a  later  date.  If  on  removing  the 
tube  a  slight  purulent  discharge  is  observed,  we  may  keep 
the  track  open  by  inserting  a  piece  of  twisted  gauze.  This 
allows  the  tube  track  to  close  up  gradually,  carrying  off'  at  the 
same  time  any  noxious  fluids  which  would  otherwise  tend  to 
accumulate.  After  removing  the  tube  the  wound  is  dried,  and 
the  provisional  sutures  drawn  up,  closing  the  track  of  the  tube 
in  the  abdominal  wall. 

The  provisional  sutures  are  one  or  two  sutures  passed  through 
both  sides  of  the  abdominal  incision  in  the  tube-track,  and  left 
loose  until  the  tube  is  removed,  when  they  are  drawn  up,  com- 
pletely closing  the  wound. 

It  is  my  opinion  that  the  vast  majority  of  abdominal  cases  are 
safer  with  the  tube  than  without  it.  The  bad  results  attributed 
to  its  use  are  usually  due  to  carelessness  of  management.  The 
care  of  the  tube  is  the  duty  of  the  surgeon  himself,  or  of 
someone  equally  conscientious  and  as  well  instructed. 

The  culture  experiments  made  with  the  drainage-tubes  were 
made  on  thirty  cases,  in  three  groups,  consisting  of  ten  cases  in 
each  group.  In  the  first  group  the  dressings  were  made  with 
bichloride  cotton  (1 :  200),  dry  or  moist,  and  powdered  iodoform 
and  boric  acid  (1 :  7).  The  bichloride  cotton  was  used  for  cleans- 
ing and  covering  the  tube  and  incision,  and  from  3  to  5  grains 
of  the  powder  were  dusted  down  the  tube  at  each  dressing,  and 
enough  over  the  incision  to  cover  it. 

Five  of  the  experiments  were  made  by  stab  cultures  in  nutrient 
agar-agar,  two  tubes  being  employed  for  each  dressing.  In  the 
remaining  five  ca-ses  of  this  group  six  Esmarch  tubes  were  used 
at  each  dressing.  In  making  the  cultures  three  were  taken  from 
the  secretion  on  the  end  of  the  plug,  and  three  from  the  bottom 
of  the  drainage-tube.  The  second  and  third  tubes  were  dilutions 
from  the  original  inoculations  in  the  lirst  tube. 

The  results  were  negative,  save  in  one  case,  that  of  a  large 
ovarian  cystoma,  which  was  firmly  adherent  to  the  anterior 
abdominal  wall.  The  inoculations  made  from  the  accretions  at 
the  bottom  of  the  drainage-tube  resulted  in  an  abundant  growth 
of  staphylococcus  pyogenes  aureus.     Microscopic  examination  of 


DISCUSSION.  179 

the  secretions  themselves  revealed  the  presence  of  the  ordinary 
pus  cells.  The  subsequent  dressings  in  this  case  gave  negative 
results. 

In  the  second  group  the  dressings  were  made  with  bichloride 
cotton  (1  :  200),  and  cheese-cloth  sterilized  by  immersing  it  in  a 
solution  of  washing  soda,  two  drachms  to  the  gallon  of  distilled 
water,  for  twenty  minutes,  then  washed  in  four  distinct  hot  dis- 
tilled waters,  then  wrung  out,  and  placed  in  a  1 :  5000  watery 
solution  of  bichloride  for  one  hour,  then  wrung  out  of  this  and 
kept  in  alcohol,  or  a  3  per  cent,  carbolic  solution  for  preservation. 
The  gauze  was  cut  in  strips  from  2  to  o  cm.  in  width,  and  from 
14  to  18  cm.  in  length.  After  cleansing  the  tube  as  described 
in  the  first  group,  one  of  these  strips  was  twisted  into  a  plug,  after 
being  wrung  out  in  hot  distilled  water,  and  was  carried  to  the 
bottom  of  the  tube.  In  some  few  cases  dressed  in  this  manner 
the  powder  mixture  of  iodoform  and  boric  acid  (1  :  7)  was  used. 

In  making  the  cultures  Esmarch  tubes  were  used  throughout 
this  series,  six  for  each  dressing,  three  being  taken  from  the  secre- 
tion on  the  end  of  the  plug,  and  three  from  the  secretion  in  the 
bottom  of  the  drainage-tube,  after  removing  the  plug.  Six  of 
this  group  were  controlled  by  microscopic  examinations.  The 
results  were  all  negative. 

In  the  third  group  the  dry  bichloride  cotton  (1 :  200)  was  iit-ed 
alone,  both  for  cleansing  and  plugging  the  tube.  None  of  the 
experiments  in  this  series  were  controlled  by  microscopic  exam- 
ination.    The  results  were  also  negative. 

Although  the  results  of  the  bacteriological  experiments  have 
been  practically  the  same,  according  as  one  or  the  other  man- 
ner of  dressing  was  adopted,  I  place  the  most  reliance  on  the 
combination  of  the  methods  employed  with  the  first  and  second 
groups,  i.  e.  the  use  of  the  bichloride  cotton  and  sterilized  gauze 
with  powdered  iodoform  and  boric  acid — the  cotton  for  cleansing 
the  tube,  the  powder  to  dust  down  the  tube,  and  the  gauze  for  the 
drain. 

From  these  results  one  might  reasonably  suppose  that  organ- 
isms were  not  present  in  the  fluid.  One  point,  however,  must 
be  borne  in  mind  ;  that  is,  the  possibility  of  a  certain  amount  of 
bichloride  of  mercury  being  dissolved  out  of  the  plug,  and  being 
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present,  as  such,  in  the  secretions  from  which  the  inoculations 
were  made.  In  this  case  it  is  easy  to  see  that  the  growth  of 
organisms,  which  might  have  been  present,  would  be  inhibited 
by  the  bichloride  taken  up  on  the  needle  used  in  inoculating  the 
tubes.  As  hiis  been  shown  by  recent  experiments,  the  amount 
of  bichloride  necessary  to  prevent  the  growth  of  organisms  which 
have  already  been  exposed  to  its  action,  is  very  much  smaller 
than  the  amount  necessary  to  inhibit  the  growth  of  the  same 
organisms  which  have  not  been  so  exposed. 

Only  a  small  proportion  of  these  culture  experiments  were 
controlled  by  a  microscopic  examination  of  the  fluid.  The 
results  in  those  cases  in  which  it  was  resorted  to,  however,  cor- 
responded to  those  obtained  in  the  culture  tubes. 

A  similar  line  of  experiment,  according  to  the  improved 
methods  recently  developed  for  the  study  of  organisms  which 
have  been  subjected  to  the  action  of  antiseptics,  more  particu- 
larly the  bichloride  of  mercury,  has  been  begun,  and  I  shall 
rejiort  the  result  at  another  time. 

Dr.  a.  Palmer  Dudley,  of  New  York. — I  wish  simply  to 
give  my  own  experience,  and,  if  possible,  to  answer  from  that 
experience  two  of  Dr.  Ashby's  questions. 

In  the  first  place,  I  will  say  that  my  privileges  are  not  equal 
to  those  of  many  of  the  gentlemen  present,  therefore,  I  have  not 
made  as  many  abdominal  sections  as  some  of  the  gentlemen  who 
discuss  the  paper.  I  have  not  had  an  extensive  experience,  but 
in  the  experience  that  I  have  had  I  have  used  the  drainage-tube 
but  twice,  and  in  both  of  the  cases  I  lost  my  patients.  In  the 
first  case  I  used  the  drainage-tube  where  I  removed  a  large 
fibroid  tumor  of  the  uterus.  I  removed  the  tube  at  the  end  of 
twenty-four  hours,  not  having  been  able  to  draw  more  than  two 
drachms  of  lymph  from  the  tube.  My  patient  died  on  the 
eighth  day  from  abscess  of  the  omentum  beneath  the  stomacli — 
a  circumscribed  abscess  without  general  peritonitis. 

In  the  second  case  in  which  I  used  the  drainage-tube  I  lost  the 
patient  from  intestinal  obstruction,  by  adhesions  of  the  intes- 
tines around  the  tube  on  the  eighth  day.  Those  are  the  only 
two  cases  in  which  I  have  used  drainage  in  seventy-nine 
laparotomies.     Those  seventy-nine  operations  include  eight  cases 
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of  hysterectomy,  one  Csesarean  section,  two  cases  of  ruptured 
extra-uterine  pregnancy,  in  one  of  which  there  was  a  pint, 
and  in  the  other  nearly  a  quart,  of  blood  in  the  abdominal 
cavity,  the  rupture  in  each  one  having  taken  place  some  two  or 
three  weeks  before.  In  five  successful  cases  of  pyosalpinx  with 
rupture  at  the  time  of  operation  I  used  no  drainage-tube ;  there- 
fore, I  have  made  sixty-niue  consecutive  cases  of  abdominal 
section  for  removal  of  tubes  and  ovaries,  including  those  diseases 
that  I  have  mentioned  and  three  cases  of  intestinal  fistula,  with- 
out a  drainage-tube  and  without  a  death. 

I  do  not  believe  in  the  drainage-tube  except  for  two  purposes : 
where  you  are  operating  for  general  peritonitis,  and  where  you 
suspect  hemorrhage  may  follow  the  operation,  or  where  you  are 
operating  on  a  case  in  which  there  hi\s  been  a  recent  peritonitis 
and  the  peritoneum  is  congested  and  bleeds  if  you  irritate  it  with 
ar  sponge.  I  believe  that  we  can  accomplish  more  by  a  proper 
toilette  of  the  peritoneal  cavity  before  closing  the  abdomen  than 
we  can  accomplish  by  the  use  of  any  drainage-tube,  and  I  believe 
that  the  drainage-tube  is  only  a  danger  in  the  hands  of  many 
because  they  believe  they  can  accomplish  with  it  what  they 
ought  to  accomplish  before  closing  the  abdominal  cavity. 

Now,  I  want  to  answer  the  question,  What  are  the  dangers  in 
the  use  of  the  drainage-tube?  So  far  as  I  am  concerned,  I  con- 
sider them  to  be  these :  Danger  of  intestinal  adhesions  by  the 
deposit  of  lymph  around  the  tube;  there  is  a  lymph-canal  formed 
about  the  tube  in  a  few  hours  after  it  is  placed  in  position, 
and  from  that  you  may  get  intestinal  adhesions.  Danger  from 
the  drainage-tube  producing  fecal  fistula.  I  have  no  doubt  that 
some  of  the  cases  of  fecal  fistula  which  Dr.  Ashby  has  reported 
were  caused  by  the  tube  rather  than  by  damage  done  to  the  intes- 
tines by  the  Doctor,  because  I  know  he  is  a  careful  operator. 
There  are  some  dangers  of  hernia  following  the  use  of  the 
drainage-tube.  I  have  seen  it  in  the  practice  of  my  friends, 
and  in  one  case  in  which  I  assisted  in  operating. 

Now  he  asks,  What  are  the  disadvantages  of  the  drainage-tube  ? 
They  are  these  :  If  there  is  a  septic  condition  existing  in  the 
pelvic  cavity  endangering  life,  the  drainage-tube  will  not  save 
the  patient  if  the  sepsis  is  sufficiently  grave  to  have  spread  at  all 
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to  the  peritoneum.  The  lymph  cavity  formed  around  the  tube 
will  soon  make  a  wall  around  which,  outside  the  drainage-tube, 
will  be  collections  of  pus  ;  I  have  seen  that  condition,  post- 
mortem. 

The  advantages,  as  I  have  mentioned,  are  where  we  suspect 
hemorrhage ;  in  that  case  it  is  of  assistance  in  making  a  diag- 
nosis readily.  I  believe,  however,  that  the  entire  success  of 
laparotomists  is  due  to  great  care  in  the  toilette.  In  a  case 
of  pyosalpinx,  with  a  rotten  tube  and  pus  escaping,  oue  of  the 
first  things  I  have  seen  done  was  to  sponge  out  the  pus.  That 
is  a  very  dangerous  thing  to  do,  as  the  rubbing  of  the  pus  with 
a  sponge  will  impregnate  the  pelvic  peritoneum  or  intestines 
with  poison,  whereas,  if  you  allow  it  simply  to  flow  up  and  over 
the  wound  in  a  stream  of  warm  water,  you  will  not  get  perito- 
nitis from  it,  although  you  will  invariably  get  inflammation  of  the 
wound  itself  where  the  pus  flows  over  the  wounded  cellular  tissue. 
I  do  not  believe  in  the  dangers  of  pus  from  a  ruptured  tube  that 
many  believe  in,  because  I  think  it  can  be  handled  in  that  way. 
!My  latest  operations  have  been  done  with  a  stream  of  hot  water 
behind  the  seat  of  operation,  so  that  any  pus  or  blood  was  at  once 
washed  out. 

Not  only  do  I  believe  that  this  is  safer  than  the  tul)e,  but  I 
believe  that  we  should  make  use  of  the  greater  drainage-tube — 
the  intestinal  tract  itself.  So  it  has  been  my  custom  and  that 
of  some  of  my  friend^<,  to  prepare  the  patient  properly  with 
saline  cathartics,  and  then  a  short  time  before  the  operation 
to  give  another  saline  cathartic,  so  that  the  vermicular  action  is 
going  on  immediately.  In  some  of  the  cases  of  intestinal  fistula 
which  I  sewed  up  at  the  time  of  operation,  the  fistula  was  large 
enough  to  pass  the  finger  through.  In  both  cases  I  gave  the 
patients  Seidlitz  powders  as  soon  as  they  came  out  from  the 
ether,  and  the  temperature  never  went  to  100°.  Both  con- 
valesced perfectly  with  less  pain  and  trouble  after  the  operation 
tlim  they  had  before,  and  much  less  than  in  cases  where,  to  my 
knowledge,  the  drainage-tube  has  been  used.  I  think  one  of  the 
coiuplications  following  laparotomy  is  that  of  adhesions  pro- 
duced by  the  tube  in  the  pelvic  cavity,  giving  after-pains.  So 
I  have  discarded  it,  and  make  a  drainage-tube  of  the  intestinal 
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ti-iict,  with   the  care  in  closing  the  peritoneum  which   I  have 
described. 

In  place  of  silk,  or  silkworm-gut,  or  other  sutures  which  will 
have  to  remain  and  be  buried,  I  use  catgut  in  my  operations, 
trying  always  to  get  the  pure  catgut,  using  it  in  hysterectomy, 
and  having  no  after-trouble  with  it. 

The  point  which  I  wished  to  call  special  attention  to,  is  the 
use  of  the  intestinal  tract  as  a  drainage-tube,  rather  than  any 
glass  drainage-tube  that  can  be  recommended. 

Dr.  E.  C.  Dudley,  of  Chicago.— There  can  be  no  question  of 
the  principle  which  underlies  the  practice  of  drainage  after  lapa- 
rotomy. Certain  material  may  accumulate  in  the  abdominal 
cavity,  which  if  left  there  will  destroy  the  patient,  and  something 
should  be  done  to  get  it  out.  The  vital  question  is  as  to  the  means 
used  for  drainage.  Inasmuch  as  a  foreign  body  introduced  into 
the  abdominal  cavity  usually  forms  a  cavity  for  itself,  which  cor- 
responds to  its  own  size  and  shape,  therefore  a  drainage-tube  in  a 
few  hours  may  be  surrounded  by  the  peritoneal  surfaces  weakly 
agglutinated  together,  and  will  therefore  only  drain  that  cavity 
which  it  occupies  and  not  the  peritoneum,  hence  it  is  frequently 
inadequate  as  a  means  of  drainage  after  the  agglutination  haa 
formed  around  it,  i.  e.,  after  a  few  hours.  Indeed  the  small 
cavity  which  it  has  formed  may  not  only  have  no  connection 
with  the  general  peritoneum,  but  it  may  also  shortly  become 
isolated  from  the  territory  which  requires  drainage— from  the 
field  of  operation. 

All  regions  in  which  there  are  anticipated  hemorrhage,  oozing 
of  pus,  old  blood-clots,  gangrene,  or  any  condition  which  may  be 
or  may  become  infectious,  should  not  only  be  drained  but  should, 
if  jiossible,  be  isolated  and  shut  off  from  the  general  peritoneum. 
This  may  be  accomplished  by  means  of  the  drainage  of  Miku- 
licz, which  is  simply  packing  with  gauze  the  entire  part,  to  be 
isolated  and  drained.  Any  aseptic  gauze  may  be  used ;  I  use  iodo- 
form gauze.  I  described  the  method  of  application  yesterday  in 
the  discussion  of  Dr.  Byford's  paper,  and  will  not  repeat  the 
description. 

There  has  been  some  misapprehension  as  to  the  length  of  time 
this  iodoform  drainage  should  be  continued ;  the  great  mistake  has 
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been  in  removing  it  too  soon.  After  twenty-four  hours  it  may 
become  offensive ;  the  temptation  is  to  remove  it.  If  it  be  re- 
moved in  twenty-four  or  even  forty-eight  hours,  the  adhesions 
which  have  formed  around  it,  and  by  which  you  wish  to  protect 
the  general  peritoneal  cavity,  will  break  ;  the  sac  which  has 
formed  around  the  gauze  packing  will  collapse,  the  adhesions 
which  have  not  become  strong  enough  will  give  way,  and  the 
general  peritoneum  will  become  infected  by  the  secretion  of  the 
cavity  you  wish  to  drain,  and  you  have  done  harm  by  that 
drainage  rather  than  good.  The  gauze  should  be  left  intact  for  one 
week.  In  one  case  of  hysterectomy  the  last  of  the  gauze  was  not 
taken  out  for  four  or  five  weeks,  and  in  another,  a  case  of  extra- 
uterine pregnancy,  in  which  the  parts  were  very  gangrenous, 
the  last  gauze  came  out  in  six  weeks.  I  frequently  leave  it  in 
four  weeks,  generally  two  or  three.  The  essential  thing  is  never 
to  use  much  traction  in  getting  it  out.  Let  it  stay  as  long 
as  it  will,  and  then  let  it  be  cast  off  or  removed  without  undue 
force.  I  lost  my  first  case  by  removing  it  too  soon.  It  is 
wonderfully  effective  in  all  bad  cases  requiring  drainage. 

Dr.  Joseph  Taber  Johnson,  of  Washington. — AVould  you 
use  anything  after  the  gauze  has  been  removed  ? 

Dr.  Dudley. — I  usually  put  in  a  small  rubber  drainage-tube 
and  cut  it  off  as  it  is  pushed  up. 

Dr.  Johnson. — We  often  see  accounts  of  bad  results  following 
these  operations  and  bad-smelling  discharges  likely  to  produce 
septicremia.  The  reader  of  the  paper  states  that  he  would  enlarge 
the  opening  a  little  and  wash  out  the  abdominal  cavity  until  all 
the  discharge  ceased  to  smell.     Do  you  do  that  ? 

Dh.  Dudley. — No,  a  gauze  drain  renders  this  unnecessary  by 
isolation  of  the  general  peritoneum,  and  by  removing  all  fluids 
from  the  dangerous  territory.  It  is  wholly  a  question  of  drainage, 
and  if  there  is  free  drainage  it  matters  little  how  offensive  the 
discharge  may  be,  but  we  must  have  free  drainage. 

Dr.  Johnson. — In  some  ca.ses  through  the  glass  drainage-tul)e 
we  may  withdraw  in  the  first  three  or  four  days  a  quart  of  fluid, 
blood-clots,  and  pus — does  that  all  come  out  through  the  gauze? 

Dr.  Dudley. — Yes,  it  seems  almost  like  a  suction-pump,  as 
if  the  fluid  fastened  itself  on  the  gauze  drainage,  and  were  sucked 
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up  by  the  absorbent  dressing  above.  Of  course  we  must  pre- 
suppose that  the  dressing  over  this  is  dry  and  absorbent,  and 
then  the  moisture  in  the  drain  will  follow  the  law  of  the  direction 
of  least  resistance,  which  is  up  into  the  dry  absorbent  dressing 
above.     Capillary  attraction  is  adequate. 

Dr.  Matthew  D.  Mann,  of  Buffalo. — Would  you  do  aw-ay 
with  the  glass  drainage-tube  that  we  generally  use  and  use  this 
as  a  substitute  for  all  drainage  ? 

Dr.  Dudley. — I  would  generally  use  this  drainage  of  gauze 
whenever,  for  any  reason,  it  became  necessary  to  isolate  the  field 
of  the  operation  from  the  general  peritoneum.  It  is  also  an 
effective  means  of  hsemostasis  where  large  oozing  surfaces  cannot 
be  secured  by  ligature.  The  glass  tube  may  be  used  in  the  not 
very  bad  drainage  cases,  and  in  cases  of  doubt  as  to  the  necessity 
for  drainage. 

Dr.  H.  p.  C.  Wilson,  of  Baltimore. — I  am  very  much  in- 
terested in  the  statements  of  Dr.  Dudley.  I  have  never  been 
satisfied  with  the  drainage-tube.  I  now  have  at  home  a  woman 
with  a  rectal  fistula  which  is  giving  me  an  immense  amount  of 
trouble,  due,  I  am  sure,  to  pressure  of  the  tube  against  the 
rectum,  and  I  am  perfectly  satisfied  that  wherever  there  is  an 
extensive,  surface  to  be  drained  you  get  little  or  no  drainage  to 
that  surface  by  the  glass  drainage-tube,  because,  as  has  been  so 
often  stated,  the  end  of  the  tube  is  very  soon  closed  by  the  lymph 
that  collects  around  it,  and  the  tube  might  just  as  well  be  out  of 
the  pelvic  cavity  as  in  it.  I  am  satisfied  if  there  is  bleeding  in 
any  portion  of  the  abdominal  or  pelvic  cavity  that  is  not  directly 
around  the  tube,  the  blood  will  become  clotted,  and  you  can  no 
more  get  it  out  than  if  there  was  no  tube  there.  I  was  astonished 
this  summer  in  witnessing  some  of  the  very  best  laparotomists  in 
the  world,  to  see  how  universally  they  inserted  glass  drainage- 
tubes.  In  Birmingham  I  saw  a  gentleman  operate — one  of  the 
most  skilful  whom  I  ever  saw — performing  two  laparotomies, 
removal  of  the  ovaries  and  tubes. 

He  did  it  beautifully  ;  I  never  saw  it  done  better.  There  was 
not  a  drop  of  blood  in  the  cavity,  and  I  did  not  see  from  the 
manner  in  which  he  disposed  of  the  stump  how  it  was  possible 
for  any  bleeding  to  occur.     He  put  in  a  drainage-tube  in  both 
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cases.  Dr.  Bantock  was  present  at  the  operation.  I  asked 
the  operator  afterward  why  he  used  a  drainage-tube  in  this 
ease,  that  I  could  not  see  the  slightest  necessity  for  it.  He  said, 
"  I  don't  know  ;  I  always  feel  safer  when  I  have  a  drainage-tube 
in."  I  asked  him  if  it  was  his  habit  to  insert  a  drainage-tube 
after  all  laparotomies,  and  he  said  that  there  were  very  few  in 
which  he  did  not  use  one. 

I  saw  Dr.  Bantock  do  a  number  of  laparotomies,  and  he  put  a 
drainage-tube  in  much  more  frequently  than  he  left  it  out.  I 
asked  him  what  his  rule  was,  and  he  said  whenever  he  had  the 
slightest  doubt  he  used  a  tube.  I  saw  a  great  many  operations 
where  drainage-tubes  were  used,  where  I  would  not  have  thought 
of  using  one. 

I  have  never  been  satisfied  on  the  subject  of  drainage-tubes, 
and  I  am  very  glad  that  Dr.  Dudley  has  brought  this  subject 
before  us. 

Dr.  Mann. — It  seems  to  me  that  drainage  after  laparotomy 
has  been  very  much  overdone.  Dr.  Wilson  has  told  us  about 
Dr.  Bantock  and  others  who  use  the  tubes  in  so  many  of  their 
cases,  and  I  am  sure  there  are  a  great  many  operators  in  this 
country  who  do  the  same  thing.  I  formerly  used  the  tubes  a 
great  deal,  but  with  increasing  experience  I  have  come  to  the 
conclusion  that  the  drainage-tube  is  not  as  necessary  as  it  was 
formerly  thought  to  be. 

I  have  not  made  up  my  records  to  see,  but  I  do  not  believe  that 
I  have  drained  in  ten  per  cent,  of  my  cases — I  think  it  would  be 
considerably  less  than  that.  When  I  have  inserted  a  tube,  instead 
of  feeling  easy  as  the  doctor  in  Birmingham  did,  I  have  always 
felt  uneasy,  because  I  look  upon  it  as  capable  of  doing  great 
harm,  and  as  in  need  of  constant  watching.  We  are  likely  to 
have  hernia  and  fistula  and  abscesses  formed  from  it  unless  it  is 
cared  for  with  the  greatest  assiduity,  and  sometimes  even  then 
we  get  these  bad  results ;  so  wherever  I  can  I  leave  out  the 
drainage-tube.  It  is  difficult  to  lay  down  any  fixed  rule;  each 
case  must  be  judged  on  its  merits. 

The  rule  has  been  given  by  some  one,  "  When  you  are  in  doubt, 
drain."  I  would  change  that,  and  say,  "  When  you  are  in 
doubt,  wait."     Do  not  close  the  abdomen  too  quickly  unless  it  is 
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a  very  severe  case  and  there  is  great  shock.  If  you  are  in  doubt 
— and  it  is  generally  the  milder  cases  in  which  we  are  in  doubt, 
and  consequently  the  shock  is  not  so  great — wait,  and  see  if 
the  hemorrhage  will  not  stop ;  pack  with  sponges  or  use  hot- 
water  irrigation,  and  you  will  often  find  that  the  hemorrhage 
will  stop ;  and  in  many  cases  in  which  drainage  seemed  almost 
absolutely  necessary  at  first,  you  will  be  able  to  close  the  abdo- 
men without  the  necessity  of  drainage.  I  believe  ten  or  fifteen 
minutes  spent  in  waiting  to  see  if  the  hemorrhage  will  not  stop 
will  often  be  a  very  great  gain  to  the  patient  in  avoiding  the 
dangers  I  have  indicated.  I  use  drainage  less  and  less,  and  I 
believe  very  strongly,  aa  Dr,  Dudley,  of  New  York,  said  yester- 
day, in  drainage  by  the  intestines  or  the  general  system.  I  starve 
my  patients  for  nearly  forty-eight  hours,  giving  them  nothing 
but  a  little  water  to  wet  their  lips  ;  they  understand  that  the  slim 
diet  is  necessary  and  they  bear  it.  By  depriving  the  system  of 
fluids  and  making  a  strong  call  on  the  lymphatics  to  take  up 
fluids,  we  can  cause  the  absorption  of  effused  serum  through  the 
abdomen  more  safely  than  by  draining  it  off*  by  a  tube.  So  by 
following  out  this  idea,  which  is  not  new,  I  think  that  we  can  get 
along  very  often  without  any  drainage-tube  ;  and  if  we  can,  it  will 
be  a  great  deal  better  for  our  patient  in  the  end,  as  well  as  for 
ourselves. 


I 


¥ides  ut  amplissima  eademque  propemodum  intentata  pateat  via  ad 
recens  natorum  morbos  attenta  dum  vivunt  observatione,  accurata  autem 
post  mortem  dissectione  pervestigandos. 

MoRHAONi,  de  sedibus  et  cauais  morborum. 
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I.  INTRODUCTORY. 

It  affords  me  a  peculiar  pleasure  to  bring  before  this 
Society  a  full  consideration  of  one  of  the  most  important 
diseases  of  early  childhood,  awarding  to  it  more  attention 
than  it  has  yet  received  at  the  hands  of  any  writer  in  the 
English  language.  As  an  American  I  am  not,  therefore,  open 
to  the  imputation  of  an  eminent  writer  in  Austria,  as  long  ago 
as  184G,  when  he  designated  ccphalrematoma  as  "  a  disease 
about  which  far  too  much  has  been  written,"*  while  a  German 
writer,  in  1854,  spoke  of  "the  unseemingly  inflated  literature 
upon  this  subject."^  Not  only  has  no  full  account  of  cephal- 
sematoma  yet  appeared  in  the  English  language,  but  I  am 
not  aware  that  any  English  writer  has  ever  added  a  single 
fact  in  the  evolution  of  our  knowledge  of  this  disease. 

Any  disease  may  well  be  considered  important  as  well  as 
interesting  when  it  affects  about  one  in  every  two  hundred  and 
fifty  children,  occasioning  a  conspicuous  deformity  upon  the 
sinciput,  possessing  marked  specific  characters,  and  running 
a  definite  course  toward  recovery ;  tending,  however,  in  rare 
instances  to  undergo  serious  retrograde  changes  which  may 
even  threaten  tlie  life  of  the  child. 

Although  the  prevailing  ignorance  of  the  medical  profes- 
sion as  to  the  existence  of  cephalaematoma  is  a  sufficient 
stimulus  for  a  writer,  the  subject  possesses  an  additional 
charm  for  the  specialist,  lending  an  impetus  to  his  work  in 
the  references  whicli  are  to  be  found  by  careful  reading 
between  the  lines  of  almost  every  prominent  gynecological 
writer,  from  the  earliest  down  to  the  present  century.     In 


•  C.  liokitansky,  Man.  of  Pathol.  Anat.,  translated  by  C.  II.  Moore,  Phila., 
Blanchard  k  Lea,  1855,  vol.  iii.  p.  172. 

*  Dr.  v.  Bruns,  Die  Chirur.  Krankh.  und  Verletzungen  des  Gehirns  k  Seiner 
Umhuellungen,  Tubingen,  1854. 
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this  way  a  study  of  the  history  of  cephaloematoraa  affords  a 
conspectus  of  the  natural  liistory  of  gynecology.^ 

I  know  of  no  other  disease,  with  the  single  exception  of 
extra-uterine  pregnancy,  which  is  thus  rendered  more  attrac- 
tive to  the  scientific  specialist. 


II.  DESCRIPTION  OF  THE  DISEASE. 

A.  Clinical  History. 

Cephaljematoma  is  peculiarly  a  disease  of  the  newborn 
child.  It  consists  in  the  formation  of  a  circumscribed  effu- 
sion of  blood  between  the  pericranium  (periosteum)  and  one 
of  the  flat  bones  underlying  the  hairy  scalp. 

On  the  second  or  third  day  following  birth  an  elevation  or 
bump  is  noticed  on  the  side  of  the  head,  over  one  or  the  other 
parietal  bone,  usually  near  the  posterior  superior  angle  of 
the  right.  This  swelling  never  crosses  a  suture,  and  gives 
the  head  a  peculiar  lopsided  appearance,  which  increases  as 
the  tumor,  at  first  covering  a  small  area,  gradually  extends 
its  limits  on  all  sides,  becoming  in  a  few  days  prominent  and 
tense,  elevated  from  a  half  au  inch  to  an  inch  from'the  skull. 
The  cyst  thus  formed  is  fluctuating ;  the  color  of  the  over- 
lying skin,  which  can  be  pushed  about  on  the  immovable 
tumor,  remains  unchanged ;  pulsation  is  ab.sent ;  pressure 
occasions  no  pain,  and  if  increased  does  not  diminish  the  size 
of  the  tumor  or  provoke  any  signs  of  compression  of  the 
brain. ^ 


1  "II  Importe  Beaucoup  de  Connoitre  I'Histoire  de  la  Science  tl  laquelle  on 
s'attache."     Boerhaave. 

2  J.  B.  Paletta,  "  De  Abscessu  Capitis  Sanguineo  Recens  Natorum."  Exerci- 
tationes  Pathologicfe.  Mediolani,  1820,  p.  123,  gives  this  classical  description 
of  the  disease  (the  book  was  published  in  his  seventy-third  year) : 

"  Infantes  nonnulli  recens  in  lucem  editi  ab  alterutro  capitis  latere  abscessu 
quodam  afficiuntur,  scilicet  tumore  molli  cum  aliquo  fluctuationis  sensu,  non 
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A  day  or  two  after  the  tuiiior  is  first  observed  a  well-defined 
bony  rinu;  can  i)o  felt  surrounding  its  margin,  conveying  at 
first  toucli  the  impression  that  the  bone  is  wanting  within. 
If  the  tumor  is  not  too  tense,  its  bony  fioor  can  be  felt  upon 
deep  pressure.  In  from  ten  days  to  two  weeks  the  lump 
thus  formed  begins  to  diminish  in  size  from  absorption  of  its 
contents.  As  it  becomes  flatter  it  often  has  a  peculiar  parch- 
ment feeling,  and  small  bony  plates  can  frequently  be  felt 
projecting  into  its  membranous  covering. 

When  all  of  the  fluid  has  been  absorbed  the  upper  layer  of 
the  tumor  comes  in  contact  with  the  skull  bone,  and  every 
trace  of  the  deformity  wholly  disappears.  In  some  rare  in- 
stances, the  contents  of  the  sac  suppurate  and  produce  necrosis 
of  the  underlying  parietal  bone  with  perforation  of  the  skull, 
or  softening  and  perforation  may  take  place  externally.^ 

The  natural  tendency  of  the  disease  is  toward  a  spontane- 
ous cure. 

dolenti,  cutis  colore  non  mutato,  capiliamento  integro,  sanguiuem  fluidum 
intus  continente. 

"Tumor  hie  pleurumque  siiicipiti  dextero  incumbit,  qui  alias  ovi  maxirai, 
iuterdumduorum  ovorum  inagnitudine,  parum  elevatus  fere  transverse  positus, 
interdum  sed  rarius  secundum  sincipitis  longitudinem  protenditur,  adoritur 
auteni  infantes,  quantum  ego  observavi,  celeri  lucina  susceptos,  tumque  a  par- 
vulo  incrementa  capiens  abscessus  ad  treslatos  digitos  in  longitudinem  intra 
hebdomadam  excrescit.  Illi  vero,  qui  difficili  partu  excluduntur,  perraro  hujus 
generis  abscessu  tenentur,  et  tumor,  qui  inde  fit,  dum  adest  paragomphosis,  non 
ejisdem  est  indoles.     .     .     . 

"  Compresso  circum  tumore,  digitisque  basim  ejus  contrectando  deprehenditur 
circulus  osseus  aream  tumoris  veluti  circumvallans,  qui  ut  ora  inajquali.  et 
nonnihil  extenuata  eminet,  sic  facit  ut  in  ea  area  quidquam  ex  ossia  substantia 
deperditum  esse  existimes." 

'  C.  Zeller, "  De  CephaliBmatomate  sen  Sanguineo  Cranii  Tumore  Reeens  Nato- 
rum  Comnientatio  Inauguralis,"  Frees.  Franc.  Carol.  Nsegelo,  Ileidelbergse, 
1822,  thus  describes  the  disease,  p.  1,  "  Tu mores  infantum  reeens  natorum 
cranio  et  quidem  forsan  semper  alterutri  aut  utrique  ossi  parietali  insidentes, 
indolentes,  circuinscriptos,  cuti  concolores,  moUes,  elasticos,  magis  niinusvi 
tensos,  pressione  fluctuantes,  ex  sanguine  inter  pericraniuna  craniumque  ipsum 
coUecto  ortos,"  and  pages  2  and  3,  "  Ferssepe  in  tumoris  ambitu  margo  seu 
circulus  aliquantum  prominens  tactu  dignoscitur,  quo  facile  inducin\ur,  ut 
intra  hunc  marginem  materiam  osseam  deesse,  vel  os  foramine  perviura  esse 
credamus.'' 
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B.  Pathology. 


The  morbid  process  consists  iu  the  separation  of  the 
pericranium  (periosteum)  from  the  parietal  bone  by  a  slow 
hemorrhage  from  the  periosteal  vessels,  at  first  iu  the  form 
of  a  thin  layer,  increasing  and  becoming  more  elevated, 
the  contained  blood  being  bright  red  if  observed  iu  the 
early  stages  of  the  disease,  and  dark  but  still  fluid  iu  its  later 
stages. 

Upon  dissection  the  overlying  tissues  are  found  unchanged 
in  appearance,  or,  at  the  utmost,  a  few  ecchymotic  spots  with 
some  discoloration  are  found  iu  the  galea  aponeurotica. 
The  pericranium  when  thus  bared  appears  dark  from  the 
fluid  blood  beneath  it.  If  examined  at  an  early  date  it  is 
found  actually  unchanged,  excepting  in  its  topographical  and 
physiological  relation  to  the  bone  which  underlies  the  affected 
area.  After  a  few  days  a  delicate  villous  layer,  which  some- 
times looks  shaggy  and  red  like  the  lining  of  an  old  fistulous 
tract,  is  deposited  from  the  contained  blood  over  the  iuner 
surface  of  the  pericranium  aud  the  boue — just  as  in  the  case 
of  hsematomata  iu  other  parts  of  the  body. 

In  spite  of  its  separation  aud  the  underlying  fluid  blood, 
the  pericranium  continues  actively  to  generate  bone  tissue, 
in  the  same  manner  it  would  have  done  had  it  retained  its 
connection  with  the  ])arietal  bone.  It  soon  becomes  studded 
all  over  on  its  under  surface  with  little  Wormian  islets,  devel- 
oping from  the  periphery,  more  rapidly  above,  and  growing 
toward  the  centre. 

Pari  passu  with  this  formation  of  bone  is  usually  noted 
the  absorption  of  the  fluid,  so  that  by  the  time  this  periosteal 
bone-metamorphosis  has  constructed  a  complete  shell  the 
upper  more,  aud  the  lower  less,  convex  wall  of  the  cyst  fall  so 
exactly  together  that  the  defect  is  filled  in,  and  no  deformity 
whatever  is  observable.     The  absorption  at  times,  however, 
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proceetls  so  slowly  that  a  thick  boDy  shell  coats  the  still  elevated 
pericrauiuni,  resulting  in  the  formation  of  a  hard  boss  on  the 
head. 

Around  about  the  margin  of  the  tumor,  at  the  point  where 
the  detached  pericranium  meets  the  bone,  after  the  tumor  is  a 
few  days  old,  the  bony  ring  already  spoken  of  can  be  found ; 
this  on  section  is  found  to  be  a  triangular  bony  ridge  one  or 
two  millimetres  in  height.  The  pericranium  in  tightly  attached 
to  its  sloping  upper  surface,  its  under  surface  rests  on  the  parietal 
bone.  Its  inner  surface  perpendicular  to  the  bone  remains  free, 
exposed  to  the  fluid  blood  forming  the  cyst.  The  minute 
anatomy  of  this  ridge  is  a  delicate  fibrillar  network  enclosing 
numerous  sand-like  bony  particles.  The  parietal  bone  itself 
is  simply  stripped  of  its  periosteum,  and  is  in  the  early  stages 
of  the  affection  in  no  way  diseased.  It  never  becomes  carious 
except  as  a  consequence  of  suppuration  of  the  cyst. 


C.  Differential  Diagnosis. 

Diagnosis  properly  includes  all  the  differential  points  sepa- 
rating this  from  every  other  form  of  tumor  found  upon  the 
infant's  head  ;  the  diseases,  however,  which  arc  most  liable 
to  be  mistaken  for  cephalaematoma  are  caput  succedaneum  and 
hernia  cerebri.' 

Caput  Succedaneum. 

The  point  of  similarity  between  caput  succedaneum  and 
cephaliematoma  lies  in  the  fact  that  both  are  swellings  upon 
the  head  of  the  newborn  child ;  but  while  caput  succe- 
daneum always  arises  during  the  birth,  being  born  with  the 
child,  appearing  upon  the  part  of  the  head  presenting  during 
labor  in  the  pelvic  excavation,  following  difficult  labors, 
the  reverse  is  the  ca.se  in  ccphahcmatoma,  where  the  tumor 
usually  forms  after  the  birth  (frequently  an  easy  labor),  its 
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preferable  site  being  upon  that  parietal  bone  which  was  not 
most  prominent  during  labor,  usually  upon  the  right. 

While  the  tumor  of  a  caput  succedaneum  has  an  ill-defined 
border,  crosses  sutures,  is  discolored  and  doughy,  and  disap- 
pears rapidly  after  labor,  the  tumor  of  a  cephalasmatomu 
increases  in  size  after  it  is  first  observed,  has  sharply- defined 
borders,  and  the  overlying  skin  is  unchanged  in  appearance. 

Further,  the  most  marked  characteristics  of  the  cephalsema- 
toma — the  sharp  outline,  the  bony  border,  the  absence  of  dis- 
coloration of  the  skin — are  never  observed  in  the  caput  succe- 
daneum. The  bony  ring  is  imitated  by  no  other  form  of 
tumor  of  the  head.     {One  exception  noted  below.) 

Hernia  Cerebri  and  Cephakematoma. 

Hernia  cerebri  appears  preferably  in  the  occipital  region 
where  cephalamatoma  is  but  rarely  found,  and  while  the 
cephalaematoma  is  lateral  and  situated  upon  the  bone  itself, 
the  hernia  appears  in  the  line  of  the  sutures,  where  cephalae- 
matoma  is  never  found.  Pressure  upon  the  hernia  produces 
uneasiness,  twitching,  and  even  convulsions,  while  the  cephal- 
sematoma  can  be  pressed  upon  with  impunity. 

Anastomotic  Aneurism  forms  a  tumor  of  a  dark  color  with 
an  irregular  surface,  and  presents  neither  the  appearance  nor 
the  history  of  the  cephalhematoma. 


D.  Tbeatment. 

The  best  plan  in  most  cases  is  to  avoid  interference,  and 
preserve  an  attitude  of  expectancy.  The  utmost  that  is  allow- 
able is  the  use  of  cooling  dilute  spirituous  or  acetous  lotions. 
It  is  only  necessary  to  recall  the  anatomical  relations  of  the 
mass  of  blood  thus  placed,  to  realize  how  little  palliative 
measures  are  likely  to  promote  absorption.  Smaller  tumors 
thus  let  alone  are  absorbed  in  about  three  weeks,  leaving  no 
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trace  behind,  and  the  rule  is  for  larger  tumors  also  to  disap- 
pear upon  patient  waiting. 

When  signs  of  suppuration  set  in,  as  evinced  by  heat, 
tenderness,  and  redness,  together  with  constitutional  disturb- 
ance, no  time  should  be  lost  in  nialcing  a  free  incision,  begin- 
ning at  the  part  of  the  tumor  most  dependent,  as  the  child  lies; 
the  sac  should  then  be  washed  out  and  drained.  Healing, 
even  after  suppuration,  may  be  very  rapid. 

If  the  tumor  shows  no  inclination  to  diminish  in  size  after 
two  or  three  weeks,  it  may  then  be  carefully  washed,  the  hair 
shaved  off  over  a  small  area  rendered  aseptic,  and  opened 
with  a  bistoury  or  punctured  with  the  larger  trocar  of  an 
aspirating  apparatus. 

After  thus  evacuating  all  the  fluid,  a  compress  of  dry 
absorbent  lint  is  applied  and  kept  in  place  by  a  cap,  thus 
keeping  the  pericranium  in  close  contact  with  the  bone. 

The  writers  early  in  this  century  and  even  in  the  last, 
almost  without  exception,  advocated  a  free  incision  of  the 
tumor,  and  they  speak  with  surprising  frequency  of  a  union 
by  first  intention.  Union  by  first  intention  ought  therefore 
at  least  to  be  the  rule  to-day  in  all  non-suppurative  cases  in 
which  it  is  necessary  to  interfere  surgically. 


in.  HISTORY. 

The  history  of  cephala3matoma  is  deeply  interesting,  begin- 
ning at  a  remote  period,  when  the  first  reference  to  it  is  found 
in  the  sixth  century,  in  the  writings  of  Aetius,  of  Amida, 
in  Mesopotamia,  a  graduate  of  the  medical  school  of  Alexan- 
dria, who  practised  in  Byzantium.  He  speaks  in  his  sixth 
book  "  Of  a  collection  of  fluid  in  the  skin  without  the  peri- 
cranial membrane,  or  between  the  pericranium  and  the  bone; 
a  tumor  forms  at  that  part  of  the  head  where  the  collection 
has  taken  place,  which  is  of  uniform  color,  painless  and  soft, 
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yielding  and  changing  on  pressure  witli  the  fingers.  If  the 
tumor  arise  spontaneously  it  is  unchanged  in  color  and  painless, 
but  if  it  arise  from  a  blow  or  bruise  it  is  red  from  the  start 
and  painful.  Later,  however,  it  changes  in  form  to  a  thin 
nature,  it  is  of  uniform  color  with  the  skin  and  painless."' 

It  is  clear  from  this  quota,tion  that  Aetius  is  speaking  of 
fluid  tumors  of  the  scalp,  and  distinguishes  between  bumps  and 
bruises,  and  such  spontaneous  tumors  as  cephahomatomata. 
The  want  of  the  perfect  clearness  in  the  description  is  due  in 
the  first  place  to  the  fact  that  the  differential  signs  of  cephal- 
Eematomata  were  not  well  known  until  the  present  century, 
and  in  the  second  place  to  the  want  of  specific  accuracy  of 
description  which,  as  a  rule,  characterized  all  the  ancient 
writing  throughout. 

A  long  interval  of  more  than  a  thousand  years  separates 
Aetius  from  the  next  writer.^  In  1682  Cornelis  Stalpart 
van  der  Wiel,  of  Haag,  Holland,  published  a  book  of 
remarkable  observations  in  which  he  clearly  refers  to  cephal- 
£ematoma.  \Ye  must,  before  reading  his  note,  recall  the  fact 
that  in  his  day  "  hydrocephalus  "  was  a  generic  term  applied 
to  all  fluid  accumulations  about  the  head,  within  and  without. 

He  says  "that  hydrocephalus  of  this  sort  arises  from 
violence  and   other  external   cause,  and   it  contains,  too,  a 

1  Aetius  Amidenus,  Librorum  Meilicinalium  Lil).  vi.  init.  T.  I.  fol.  99,  vers. 
ed.  Venet.  1534. 

"  aypov  jihi  ouv  vypov  avXkeyojiivov  Kara  to  (^ep/^a,  l^udev  rov  ntpiKpaviov 
vntvoq  ■  f]  fitTa^v  rov  TrepcKpaviov  /cat  tov  bareov  •  bynoq  awedpevEi  Kara  rt 
liipnq  TTJg  Ksfa/.TJg  ■  koS'  bv  7  yriowia  av?.h)y^  •  bjidxpovq  avalyijq :  eva(f>T/g  • 
e'lKmTog  kuI  /lEdtarafiivov  Kara  ri/v  ruv  daKrvloxv  EiTa(jyf/v  ■  Kal  el  fiev  avrd/iaroQ 
yivrjrai  k^apx^JQ,  avui'ivvoq  kol  b/i6xpovg  earai  b  rbiTog  ■  el  Si  ek  T^'KnyVi  V 
OMofiarog,  /car'  apxag  fiEV  ivEpEvdf/g  Kal  ETvuSwog  yivErai  b  oyKog  •  varEpov  6e 
apyEvofXEVOv  rov  vypov  Kal  fiEraliaXkojihov  elg  "kEirri/v  ovaiav,  rbrt  b  byKog 
bfibxpovq  Kal  avudio'Of." 

*  Haller  (Dorpat,  1824)  says  of  Ai-tius  in  this  connection  :  Ex  loco  quodam 
Bcriptorum  (Aetii)  suspicari  licet,  et  huj us  animo  observatam  fuisse  hujus  morbi 
memoriam,  tametsi  manca  enumeret  istius  phenomena,  ab  alius  capitis  tumori- 
bus  non  satis  distincta." 
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muddy,  bloody,  or  griiraous  fluid,  while  that  in  the  iuternal 
hydrocephalus  is  clear  and  limpid."  ^ 

In  1682,  the  same  year  in  which  Stalpart  van  der  "SViel 
wrote,  the  great  obstetrician  Mauriceau'  published  the  first 
edition  of  his  work,  and  in  the  twenty-fourth  chapter  of  the 
third  book,  on  the  injuries  of  the  head  and  other  parts  of  the 
body  of  the  newborn  child  (Des  contusions  et  meurtrissures 
de  la  teste  et  des  autres  parties  du  corps  de  I'enfant  nouveau- 
ue)  he  remarks,  immediately  after  an  excellent  account  of 
caput  succedaneum,  "  Sometimes  the  swelling  does  not  go 
down  immediately,  because  the  extras^asated  blood  by  its  long 
delay  in  one  part  has  lost  its  life  and  become  deprived  of  its 
gases,  and  is  unable  to  move.  In  this  condition,  either  reso- 
lution must  take  place,  or,  if  there  is  much  delay,  suppuration 
will  occur.  Hot  fomentations  with  wine  are  the  best  means 
of  securing  resolution.  If,  in  spite  of  the  treatment,  suppura- 
tion comes  on,  one  will  not  delay  too  long,  on  account  of  the 
danger  of  caries  of  the  delicate  cranial  bones,  but  will  open 
with  a  lancet,  sec.  art." 

A  phenomenally  clear  description  appears  in  the  following 
year,  1683,  by  M.  B.  Valcntinu.s,  of  Giessen,  in  the  Ephe- 
vierides,^  where  he  describes  the  case  of  an  infant  seven  days 
old  which  had  a  tumor  on  the  left  parietal  bone,  which  had 
been  observed  from  its  birth.  The  tumor  was  as  large  as  a 
goose-egg,  painless  and  fluctuating,  and  when  opened  a  large 
amount  of  blood  escaped.  The  child  was  thus  cured,  (v. 
Zeller,  p.  50.) 

In  the  year  1712,  Max  Preuss  wrote  an  account  of  swell- 
ings on  the   head  of  newborn  children,  also  in  the  Ephem- 

•  "  Quod  tales  hydrocephali  non  tantum  a  violentia,  aliave  causa  externa, 
niiscantur,  Bed  et  quod  in  iisdem  limosa  qutedam,  vel  sanguinolenta,  turbulen- 
taque,  semper  reperiatur  lynipha,  cum  tamen  in  internis  hydrocephalis  ea  clara 
Bcmper  et  limpida  appareat."     (Van  Sweiten  Comment.,  iv.  page  119.) 

*  Traitd  des  Maladies  des  feinmes  grosses  et  de  celles  qui  sont  nouvellement 
accouchues,  Paris,  1682,  p.  393. 

3  Ephem.  Nat.  Cur.,  Dec.  11,  An.  ii.  Obs.  162. 
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elides,''  where  he  attributes  tumors  of  the  liead  of  newborn 
children  to  violence  done  the  scalp  in  difficult  labors,  or 
traction  efforts  of  the  midwife  dragging  the  scalp  loose  from 
the  cranium,  by  means  of  which  the  blood  is  prevented  from 
returning,  ruptures  its  vessels  and  forms  little  varicose  soft 
sacs  full  of  blood,  sometimes  containing  corruption  and 
ichorous  matter. 

The  activity  of  the  scientific  medical  men  of  the  eigh- 
teenth century  was  very  great,  and  they  have  left  us 
numerous  other  important  references  of  which  the  next 
appears  in  1722,  in  the  work  of  Th.  Zwinger,=  of  Basel, 
where  he  thus  records  a  case,  stating  that  twenty  years  ago 
he  was  called  to  see  a  little  boy,  recently  born,  who  had  a 
soft,  indolent  serous  tumor,  of  uniform  color  with  the  skin, 
on  the  top  of  his  head,  of  the  size  of  a  goose-egg.  The  child 
was  perfectly  healthy.  Consultation  was  held  and  determined 
that  the  tumor  was  full  of  fluid  between  the  membranes 
of  the  brain  and  the  crauium.  They  deliberated  carefully 
whether  to  open  and  let  out  the  serum.  Tliey  determined  to 
wait  a  little,  and  purged  the  child  and  used  fomentations. 
One  surgeon  wished  to  open  the  tumor,  letting  out  the  fluid, 
but  another  recalled  several  cases  of  death  from  this  proce- 
dure ;  later  two  surgeons  wished  to  puncture  the  tumor,  thus 
getting  rid  of  the  danger  of  gangrene  and  slough,  but  the 
physicians  with  another  surgeon  opposed  themselves  to  this 
plan.     The  tumor  was  then  treated  with  a  decoction  of  lierbs 

1  D.  Max  Preusa,  Infantum  recens  natoruin  tumores  in  capite  lati  et  elati, 
sanguineo-varicosa,  et  ichorosi  interduni,  Vratislavia,  1712.  Acad.  Cas.-Leop. 
Carolinae  naturae  curiosorum  E[)heineride3,  Cent.  III.  Ob3.  xx.  p.  42. 

«  Padojatreja  practica,  Basilete,  p.  29,  "  Tumor  molli.s  verticis  capitis  infan- 
tibu3  recens  natis."  "  Viginti  plus  minus  anni  prseterlabuntur,  quibus,  vocatus 
ad  filiolum  recens  natum  capitanei  cujusdam  Basiliensis,  consilium  inire  roga- 
bar  cum  chirurgo  alias  satis  experto,  ad  tumorem  mollem,  indolentem  plane 
serosum,  cuti  concolorem,  quern  iste  in  bregmate  habuit  magnitudine  ovum 
auserinum  plane  ^quantem,  alias  vegetus,  vivax  atque  labe  ulteriore  omni 
immunis."  "Tandem  vero  in  hoc  convenerunt,  tumori  huie  neque  emplas- 
trum,  neque  cataplasma,  neque  corrosivura  qualecunque  esse  applicandura,  sed 
herbas,  etc."     "  Tumor  sensim  immunitus  et  tandem  plane  dissipatus  fuit." 
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in  wine,  and  tiiially  disappeared  as  the  writer  naively  ob- 
serves: "  Atque  ita  piiellus  feliciter  k  tnmore  liberatus  in  hunc 
usque  diem  anni  1720,  sauus  ct  iuoolnmis  vivit."  Later,  at 
the  end  of  the  chapter,  Zwiuger  cites  a  case  in  which  a  sur- 
geon opened  a  tumor  and  the  child  died  in  thirty  hours  in 
convulsions,  and  another  case  in  w'hich  a  barber  treated  a 
tumor  with  a  plaster  and  the  tumor  suppurated  and  the  child 
died. 

Not  ten  years  more  passed  by  before  a  curious,  careful  study 
of  the  disease  appeared  in  1731,  at  Paris,  at  the  hands  of  F.  Le 
Drau/  who  saw  in  these  tumors  of  the  head  a  specific  disease, 
and,  going  further  than  his  predecessors,  discovered  the  little 
bony  ring  surrounding  the  tumor;  but  his  additional  observa- 
tion misled  him  in  his  inference  as  to  its  nature,  as  he  at 
once  took  the  tumors  to  be  cases  of  hernia  cerebri,  an  error 
into  which  he  led  many  of  his  followers, 

AVith  some  circumstantiality  he  writes  :  "  In  the  beginning 
of  September,  1728,  Mademoiselle  Neveu,  living  in  the  Prin- 
cess  Street,  sent  me  her  child  which  she  had  borne  two  days 
previously.  At  the  time  of  its  birth  they  had  discovered  a 
swelling  occupying  almost  the  entire  right  parietal  bone,  soft 
and  indolent,  an  inch  in  height  and  fluctuating.  I  hesitated, 
at  first,  to  express  an  opinion,  as  I  felt  at  its  circumference  a 
bony  ridge  which  gave  me  the  impression  that  the  ossification 
of  the  cranium  was  wanting  in  that  place,  and  so  I  questioned 
whether  the  tumor  was  not  a  hernia  of  the  l)rain,  or  if  it  was 
an  aneurism  formed  by  the  rupture  of  a  little  artery.  Con- 
vinced that  the  tumor  in  question  was  a  hernia  of  the  brain, 
I  put  on  thick  compresses  soaked  with  l)randy. 

"  At  the  end  of  a  month  the  tumor  had  entirely  disap- 
peared." He  frankly  says  at  the  close,^  "  Although  I  have 
considered  and  treated  this  disease  as  a  hernia  of  the  brain,  I 
leave  it  to  the  reader  to  decide  as  to  its  nature." 

1  Ob?,  fie  Chirurgie,  T.  i.  Obs.  1,  Paris,  17;n. 

'  Quoiqne  j'aye  regard^  et  traits  cette  maladie  comme  une  llernie  du 
Cerveau,  je  laisse  au  lecteiir  a  decider  de  wi  nature." 
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Still  more  distinct  becomes  the  clinical  pictnrc  which  we 
find  in  the  Commerc.  Lit.  Phys.  Tech.  3Ied.  Norimbergce,  for 
1734,  p.  31,  in  a  reference  to  a  case  in  which  there  were  two 
tumors.  "  Later  two  globular  eminences  or  tumors  arose ; 
the  left  the  size  of  the  fist  and  the  right  the  size  of  a  hen's 
egg,  both  soft  to  the  touch."  ' 

In  1738  appeared  a  carefully- written  article  by  D.  D.  Trew, 
in  which  he  accurately  describes  the  disease,  but  with  undue 
deference  to  an  opinion,  adopted  Le  Dran's  idea  that  it  was  a 
hernia  cerebri.  Trew"  remarked  the  characteristic  lateral  site 
of  the  tumors,  and  the  fact  that  they  appear  at  birth  or  soon 
after,  and  that  the  sensation  conveyed  upon  palpation  is,  that 
there  is  a  hole  in  the  parietal  bone.  Both  tumors  disappeared 
under  emollient  applicjitions ;  and,  as  he  puts  it,  the  bones 
gradually  drew  together. 

In  1749  Corvinus^  wrote  an  essay  on  hernia  of  the  brain, 
in  which  he  clearly  referred  to  this  aifection.  He  says  :  "  On 
the  right  parietal  bone,  beneath  the  pericranium,  was  a  bloody 
tumor  containing  abundant  extra vasated  blood,  filling  the 
pericranium,  detached  and  protruding  from  the  parietal."  * 

Inasmuch  as  there  has  been  a  tendency  on  the  part  of 
writers  since  1800  to  neglect  the  work  of  the  last  century,  and 
date  the  discovery  of  the  disease  from  a  paper  written  by 
Dr.  Michaelis,  of  Harburg,  in  Loder's  Journal,  in  1799,  it 
becomes  deeply  interesting  to  note  as  we  advance  the  frequent 
unmistakable  references  made  by  our  predecessors  of  more 
than  a  hundred  years,  whose  acute  observation  was  often 
drawn  to  a  complaint  occurring  with  such  frequency  and  pre- 
senting such  a  startling  appearance.     Their  struggles  to  estab- 

1  "  Posterius  duo  glohi,  seu  tuinores,  exstabant ;  sinister  pugni  magnitudi- 
nem,  dexter  ovum  gallinaceum  requans,  amboque  raolles  ad  tactura  erant." 

'  Commerc.  Lit.  Phys.  Tech.  Med.  Noric,  1738,  p.  412,  Ex  Communicatione, 
D.  D.  Trew. 

3  De  Hernia  Cerebri,  Argent,  1749. 

*  Ad  08  parietale  dextrum  sub  pericranio  obtulit  sese  tumor  sanguinolentus 
satis  copioso  sanguine  extravasato,  pericranium  a  dicto  osse  penitusseparamente 
atqueprotrudente  repletus."  He  cites  a  case  where  hernia  cerebri  was  compli" 
cated  by  cephalsematoma, 
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llsli  tlic  etiology,  diagnosis,  uikI  pathology  are  particularly 
interesting  to  one  reading  between  the  lines. 

Storch'  in  1750,  in  the  opening  paragraph  of  the  chapter 
on  blemishes  which  children  bring  with  them  into  the  world, 
says  that  suggillation  (caput  succedaneum)  arises  when  the  child 
lingers  long  in  the  birth.  He  then  blames  the  midwives  for 
examining  too  much  and  too  hard  during  the  birth,  for  this 
sometimes  produces  swellings  like  hen's  eggs  full  of  blood. 

His  practical  familiarity  with  the  disease  is  evident  when 
he  says  further  on,  that  if  the  blood  does  not  disperse,  but 
remains  as  a  soft  node  and  a  tumor,  one  should  not  await 
suppuration  but  must  open  the  node  with  a  lancet,  letting  out 
the  black  blood,  and  dressing  the  wound  with  a  camphorated 
emplastrum.  One  must  be  especially  careful  in  treating  those 
swellings  which  occur  over  sutures  and  fontanelles,  as  they 
may  communicate  with  the  brain  and  cause  death  if  opened. 
He  further  cites  the  case  of  a  high-born  child  in  1732,  in 
wiiich  the  tumor  was  situated  laterally  on  the  parietal  bone, 
which  he  opened  and  thus  cured. 

If  he  had  a  fairly-clear  conception  of  the  clinical  features 
of  the  disease,  his  knowledge  of  the  pathology  was  erroneous, 
showing  the  danger  of  theorizing,  for  in  his  chapter  on 
"  hydrocephalus  externus,"  which  it  will  be  remembered  was 
in  his  dav  a  g-eneral  term  for  all  fluid  accumulations  without 
the  cranium,  he  commends  Bonetus  for  rejecting  this  as  a  dis- 
ease, "  because  (jne  well  knows  from  dissections  how  closely 
the  pericranium  adheres  to  the  cranium — indeed  it  can  only  be 
removed  by  scra])ing.  If  fluid  were  to  effect  this,  it  would 
occasion  great  pain,  which  is  never  observed  in  hydrocephalus 
externus;  it  would  also  rather  rupture  the  pericranium  than 
separate  it  from  the  pericranium.  This  refutation  of  the 
ancients  is  therefore  quite  reasonable."^ 

'  Johann  Storchen's  Theor.  and  Prak.  Abhand,  von  Kinderkrankheiten. 
Eisenach,  p.  Ill,  and  p.  119,  1750. 

"^  Das  Pericranium  wiirde,  wenn  es  von  innerlicli  quellenden  wasser  abgetrie- 
ben  vf  iirde,  eher  zerreissen,  als  sich  vom  Cranio  abheben.  Welehe  Widerlegung 
der  Alter  denn  auch  gar  vorniinftig  ist  "    T.  I.  p.  394. 
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While  these  earlier  notices  of  cephalaematoraa,  among  the 
French  and  German  writers,  have  been  more  or  less  frag- 
mentary and  indistinct,  the  first  notice  which  I  have  been  able 
to  find  in  the  English  language  is  a  quaint,  singularly  clear, 
life-like  description,  by  an  author  known  only  by  the  initials 

R.  B. 

His  contribution  appears  in  the  well-known  family  maga- 
zine of  the  last   century— T/te  Gentleman's   Magazine   and 
Historical  Chronicle,  published  in  London  in  1754,  by  Syl- 
vanus  Urban,  to  which  R.  B.  writes—"  Some  time  since  I 
was  desired  to  visit  a  child  a  fortnight  old,  that  had  a  swell- 
ing as  large  as  a  small  hen's  egg,  on  the  superior  part  of  the 
right  parietal   bone,  without  any  discoloration  of  the  tegu- 
ments.     The  tumor  felt  soft,  but  had  not  a  very  perceptible 
fluctuation.     It  was  observed  by  the  women  soon  after  birtii, 
and  when  it  had  once  excited  their  notice,  its  increase  was 
easily  discovered."     He  took  it  for  an   ecchymosis  and  was 
considering  whether  "  an  incision  might  not  prove  the  most 
judicious  as  well  as  expeditious  attempt  to  cure.     Under  such 
considerations  I  made  a  more  careful  re-examination  of  the 
tumor,  when  I  very  distinctly  felt  the  bone  terminating  in. an 
edge   quite   around   its   basis.      As   this   circumstance    had 
escaped  my  first  notice,  it  gave  rise  to  other  reflections,  which 
verv  soon  outweighed  my  former  opinion,  and  induced  me  to 
believe  that  nature  was  deficient  in  her  ossifications,  and  the 
tumor  formed  by  the  brain,  forced  out  of  place  by  the  almost 
constant  crying  and  struggling  of  the  child,  and  the  want  of 
due  resistance  in  that  part  of  the  cranium.     When  I  had  care- 
fully reflected  on  the  last-mentioned  circumstances,  I  thought 
myself  very  happy  in  the  discovery,  because,  had  I  pursued 
my  first-formed  opinion  of  the  cure,  I  tremble  to  think  of 
the  consequences— by  a  moderately-tight  bandage,  and  embro- 
cations with  aromatic  brandy  only,  the  tumor  became  gradually 
less,  so  that  within  a  fortnight  there  was  not  the  least  remains 
to  be  discovered." 

It  is  interesting,  now  a  hundred  and  thirty-six  years  later. 
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in  the  light  of  better  knowledge,  to  follow  the  writer's  train  of 
thought,  and  observe  how  his  first  conclusion,  that  he  had  to 
deal  with  a  blood  tumor,  was  correct,  and  under  this  correct 
assumption  he  was  about  to  pursue  au  incorrect  plan  of  treat- 
ment, that  of  opening  the  tumor;  but  when  he  discovered  the 
little  bony  ring  surrounding  the  tumor,  almost  a  pathogno- 
monic sign  of  cephalreraatoma,  misled  by  the  impression  con- 
veyed, he  jumpai  to  the  conclusion  that  the  case  was  a  hernia 
cerebri,  under  which  erroneous  assumption  he  then  pursued  a 
correct  plan  of  treatment — palliative  applications.  He  was 
thankful  for  esca])ing  from  an  error  into  which  he  had  never 
fallen,  while  he  was  actually  delivered  from  a  mistake  he  had 
no  idea  he  was  committing. 

Honkel  (Siehcnte  Samml.  seiner  Med.  und  Chirurg.  An- 
vierk,  Berl.  1760,  p.  49)  describes  a  case  of  tumor  of  the 
right  parietal  bone,  and  contends  that  Le  Dran's  case  was  not 
a  hernia  cerebri,  but  a  form  of  external  hydrocephalus,  or 
spurious  aneurism,  or  an  ecchymosis. 

Van  Swieten'  in  1765,  in  his  commentary  on  Boerhaave's 
Aphorisms,  gives  a  clear  definition  of  the  significance  in  his 
day  of  the  term  hydrocephalus  : 

"  Hence  hydrocephalus,  a  collection  between  the  external 
teguments  themselves,  between  these  and  the  cranium,  between 
the  cranium  and  the  cerebral  membranes  ;  among  the  mem- 
branes themselves,  their  duplicatures,  between  these  and 
the  brain ;  among  the  folds  of  the  l)rain  in  the  cerebral 
cavities."  He  quotes  Aetius  and  Stalpart  van  der  Wiel,  but 
gives  us  au  account  of  cephakematoma  ('Nonnunquam  tamen- 
etiam  fiieculentam  et  Sanguineam")  which  is  much  confused 
with  caput  succedaneum. 

Levret^  does  not  confuse  other  tumors  of  the  head  with 
hernia  cerebri,  for  he  writes,  })aragraph  1248:  "I  have 
observed  that  occipital  tumors  are  of  bad  augury,  and  most  of 

'  Grrard  L.  B.  van  Swieten,  Commentaria  in  Hermanni  Boerhaave  Aphoris- 
mo8,  T.  iv.  Sec.  1217,  p.  118. 
*  L'Art  der  Accouchemens,    Third  edition,  Paris,  1766,  p.  268. 
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the  children  die  soon  of  convulsions,  which  rarely  happens  in 
the  case  of  tumors  of  other  parts  of  the  head."  He  continues, 
§  1249,  "  There  is  a  kind  of  tumor  which  instead  of  diminish- 
ing, increases  in  volume,  and  tends  to  suppuration ;  if  the 
skin  has  retained  its  natural  condition,  it  is  fluid  blood  which 
escapes." 

Levret's  treatment  was  to  make  a  crucial  incision,  empty- 
ing all  blood  and  reuniting  the  edges  of  the  incision  by  suture. 

In  1787,  Baudelocque^  wrote  :  "  it  is  a  rare  thing  to  see  a 
child  after  a  long,  tedious  labor  which  has  not  a  tumor  on  its 
head.  At  other  times  it  is  a  tumor  filled  with  blood,  which 
cannot  be  opened  too  soon,  as  it  is  located  on  the  cranial  bones, 
which  could  become  diseased  by  too  long  contact  with  the 
blood." 

Osiander  wrote  of  the  disease  in  1787,  but  I  will  defer  a 
consideration  of  his  work,  as  I  wish  later  to  refer  to  a  discus- 
sion relative  to  priority,  into  which  he  entered  in  1821. 

In  the  year  1792,  Dr.  Detharding,  of  Rostock,  wrote  thus 
to  the  editor  of  Starck\  Arohiv :  "^  "  About  four  weeks  ago  I 
delivered  a  woman  of  her  child  by  forceps.  The  child  had  a 
rupture  of  the  brain  ;  on  the  middle  of  one  of  the  parietal 
bones  is  a  tumor  of  the  size  of  a  hen's  egg.  It  is  soft,  but  has 
not  the  sensation  of  fluctuation.  It  is  covered  by  the  natural 
healthy  skin  and  round  about  the  border  of  the  tumor,  one 
can  distinctly  feel  the  margin  of  the  defect  in  the  bone.  Upon, 
pressing  somewhat  harder  on  it,  the  child  at  first  draws  itself 
back  in  anxiety,  and  by  continuing  the  pressure,  begins  to 
cry.  I  have  now  a  hollow  leaden  jjlate  on  it  with  compresses 
moistened  with  strong  brandy,  but  thus  far  see  little  improve- 
ment. I  am  thinking  of  lessening  the  size  of  the  concavity 
of  the  plate,  little  by  little,  in  order  to  close  in  the  tumor 
gradually,  and  see  if  I  cannot,  in  that  way,  get  a  good  result. 
Your  opinion  would  be  welcome  to  me." 

1  J.  L.  Baudelocque,  Priuei[)es  8ur  I'arl  Jes  Accouclieiuens  par  demandes  et 
reponses,  p.  543.     Paris,  1787. 

"^  Starck's  Archiv,  Jena,  1792,  p.  76a. 
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With  the  close  of  the  last  century,  iu  the  year  171>9, 
appeared  in  Loder's  Journal^  an  essay  by  Dr.  Michael  is, 
of  Harburg,  **  On  a  Peculiar  Form  of  Blood-tumor." 
This  ])aper  has,  with  some  propriety,  been  referred  to  ever 
since  as  laying  the  foundation  of  our  knowledge  of  this  sub- 
ject. We  shall  shortly  see  that  !Michaelis  had  a  pretty  clear 
knowletlge  of  the  clinical  features  of  the  disease,  although  in 
gross  error  as  to  its  etiology  and  pathology.  We  shall  also 
consider  the  grave  charge  of  dishonesty  laid  by  Prof.  Osi- 
ander  at  Michaelis's  door,  and  thus  modify  our  opinion  more 
or  less  as  to  the  character  of  Michaelis's  work,  whether 
original  or  compilatory. 

We  will,  I  think,  after  the  above  quotations  from  the  older 
writers,  not  feel  inclined  to  discredit  those  earnest  laborers 
whose  work  lay  in  the  gray  dawn  of  scientific  medicine,  when 
views  of  the  specific  differences  between  diseases  were  still 
clouded  in  the  mists  of  the  mysterious.  They  showed  us, 
their  followers,  the  legitimate  road  to  success  by  accumulated, 
patient  observation,  the  way  we  have  walked  ever  since.  In 
thus  paying  tribute  to  their  work,  we  can  say,  with  enthusiasm, 
*'  they  have  labored,  we  have  entered  into  their  labors." 

Michaelis  says :  "  I  wish  to  speak  principally  of  a  very 
peculiar  sort  of  blood-tumor  on  the  head  of  the  newborn  child, 
which  is  always  connected  with  the  corruption  of  the  bone, 
and  sometimes  at  a  later  date,  through  defect  of  the  bone, 
occasions  death.  This  tumor  must,  under  no  circumstances,  be 
confused  with  that  which  comes  from  a  slow,  protracted  birth, 
and  the  consequent  rupture  of  the  bloodvessels,  although 
children  are  sometimes  born  with  it,  or  acquire  it  a  few  hours 
after  birth.  That  it  is  no  ordinary  tumor  of  the  head,  or 
protrusion  of  the  brain,  or  hydrocephalus,  the  following 
symptoms  clearly  show : 

"  First.  We  find  it  often  after  an  easy  birth. 

*'  Second.  It  does  not  always  appear  on  those  parts  of  the 

•  LiJder'e  Journal,  Jena,  1799,  vol.  ii.  pt.  iv.  p.  657. 
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head  which  presented  in  labor,  although  this  may  be  the  case, 
as  it  is  usually  found  on  the  parietal  bones : 

"  Third.  It  arises  sometimes — and  this  is  probably  the 
usual  way — the  day  following  the  birth,  while  on  the  other 
hand,  the  caput  succedaueum  is  born  with  the  child, 

'*  Fourth.  This  tumor  is  more  elevated  and  circumscribed 

than  the  caput  succedancum,  and  yields  a  distinct  fluctuation. 

"  Fifth.  The  scalp  overlying  the  tumor  is  unchanged  in 

color,  and  can  easily  be  pushed  about  without  moving  the 

tumor,  an  evidence  of  its  deep  situation. 

"Sixth.  The  tumor  neither  disappears  on  pressure  nor  is  it 
made  smaller.  Pressure  also  has  no  effect  in  making  the 
child  soporific,  as  in  the  case  of  hydrocephalus  and  brain- 
tumor. 

"  Seventh.  It  is  distinguished  from  a  tumor  arising  from  a 
chance  bloodvessel  or  from  a  lymphatic  tumor,  by  the  change 
in  the  bone,  which  is  distinctly  to  be  felt.  The  outer  table 
of  the  bone  is  wanting  in  all  of  these  tumors  at  this  place, 
exposing  the  diploe ;  from  the  beginning  one  can  feel  the 
sharp  border  of  the  bone  around  the  depression.  This  symp- 
tom distinguishes  this  tumor  from  every  other  kind,  and  is 
quite  peculiar  to  it.  Upon  opening  the  tumor  thick,  black 
blood  is  found  lying  directly  on  the  rough  bone,  which  is  not 
only  robbed  of  its  periosteum  but  of  the  outer  smooth  table 
as  well.  If  one  seeks  to  dissipate  the  tumor  it  is  usually 
waste  time  and  trouble,  for  the  deficit  in  the  bone  visibly 
increases  owing  to  the  pressure  and  irritation  of  the  blood, 
which  excite  the  absorbent  vessels  to  greater  activity,  by 
which  means  a  perforation  of  the  bone  can  arise." 

After  speaking  of  his  experience  in  Italy  with  Paletta,  and 
with  Dr.  Scheidebauer,  in  Vienna,  through  whom  he  gained 
a  familiarity  with  the  disease,  he  says  :  "  Since  then  I  have 
not  seen  such  a  case  in  a  newborn  child  until  now.  In  this 
child,  which  had  passed  through  an  easy  birth,  showing  no 
caput  succedaueum  on  the  second  day,  a  considerable  tumor, 
as  large  as  half  a  pigeon's  egg,  was  visible  at  the  lower  ante- 
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rior  augle  of  the  riglit  parietal  bone,  but  far  euoiigh  removed 
from  tlie  border  of  the  bone  to  reeoguize  dijjtinctly  bony  sub- 
stance between  the  tumor  and  the  suture.  I  recognized  the 
nature  of  the  tumor  at  once,  particularly  by  means  of  the 
characteristic  bony  border.  The  color  of  the  skin  was 
unaltered. 

"  I  did  not  conceal  the  danger  from  the  parents,  and  promised 
to  open  the  tumor  if  attempts  to  disperse  did  not  succeed.  It 
was  treated  for  fourteen  days  in  vain  with  poultices,  sal- 
ammoniac,  saltpeter  and  vinegar,  and  with  a  warm  brew  of 
mountain  arni(;a  blossoms  cooked  in  vinegar.  I  did  not  like 
to  delay  longer,  especially  as  the  parents  were  so  anxious  to 
get  rid  of  the  disagreeable  lump.  I  therefore  opened  the  tumor 
on  the  23d  of  February,  with  a  bistoury  by  a  medium-sized 
incision.  Thick,  black  blood  ran  out.  The  bleeding  was  very 
moderate,  although  the  child  was  quite  pale.  I  used,  with 
the  best  result  in  checking  the  bleeding,  charpey  dipped  in 
alcohol.  I  fouud  the  bones  as  usual — rough  and  bared,  and 
the  outer  table  wanting.  The  margin  round  the  circumfer- 
ence of  the  tumor  could  be  distinctly  felt."  After  a  period 
of  free  suppuration,  he  states  that:  "On  the  6th  of  March 
I  found  all  healed  up,  and  could  only  recognize  the  depression 
in  the  bone  by  its  sharp  border  through  the  skin."  After 
speaking  of  vascular  tumors  of  this  part,  Michaelis  states  in 
a  postscript  that  "  The  above-mentioned  child  died  on  the 
24th  of  March,  1799,  of  a  general  erysipelas  extending  from 
the  legs  over  the  whole  body."  He  says :  "  I  did  not  lose 
tlie  opportunity  to  examine  the  condition  of  the  bone  in  the 
position  of  the  tumor.  As  I  incised  the  covering  of  the  bone 
I  discovered  it  was  robbed  of  its  outer  j^late  and  was  rough 
and  red,  but  united  with  the  pericranium.  This. was  the  con- 
dition of  the  bone  as  far  as  the  tumor  had  extended,  with  the 
exception  that  in  a  few  places  the  outer  table  had  begun  to 
regenerate.  Around  the  margin  was  a  border,  a  line  in  eleva- 
tion, round  and  smooth.  I  regret  that  I  could  not  keep  this 
piece  of  bone  so  that,  by  transmitting  the  same  to  the  editor 
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of  this  journal,  I  might  bv  actual  inspection  convince  many 
of  this  peculiar  sort  of  bony  defect." 

The  views  of  Michaelis  bore  fruit  at  once.  The  disease 
was  henceforth  readily  recognized  and  no  longer  mistaken  for 
hernia  cerebri,  but  his  false  views  as  to  the  pathology  were 
also  adopted  by  many,  while  they  very  soon  provoked  on  the 
part  of  acute  observers  a  vigorous  opposition. 

Thus  Jahn'  refers  to  an  observation  by  Naegele,  stating  that 
"  Herr  Michaelis  makes  the  observation  that  bloody  tumors 
of  this  kind  are  always  associated  with  destruction  of  the 
bone,  and  in  this  way  are  almost  always  fatal." 

And  Hencke,"  in  1809,  is  also  dominated  by  this  idea  when 
he  writes,  in  his  work  on  diseases  of  children,  "  The  cure  is 
often  tedious  and  the  malady  for  the  most  part  fatal." 

Burchard,  in  1837,  wrote  :  "  It  cannot  be  altogether  denied 
that  G.  P.  Michaelis  "was  the  first  writer  who  referred  this 
cranial  disease  to  the  affections  of  the  newborn." 

In  1812  Naegele'^  wrote,  in  a  somewhat  elaborate  foot-note, 
"  This  disease  seems  to  be  but  little  known,^  and  as  far  as  I 
remember,  the  first  publication  came  from  Dr.  Michaelis." 

Then  follows  a  careful  abstract  from  Michaelis's  work, 
after  which  he  adds,  for  his  own  part,  "  That  the  statement 
of  Michaelis  that  the  external  surface  of  the  bone  is  always 
rough  and  robbed  of  its  outer  smooth  table,  as  well  as  his 
opinion  that  the  bloody  tumor  is  a  consequence  of  the  defect 
in  the  bone,  cannot  be  supported  by  my  experience.  Never 
upon  opening  these  tumors  have  I  found  the  bone  rough,  in- 
jured, or  corroded,  but  always  smooth.  That  Michaelis  has 
always  found  the  contrary,  I  can  well  understand,  when  he 
waited  as  long  in  all  his  cases  as  in  the  last,  where  he  delayed 
operation  for  fourteen  days.     I  am  rather  of  the  opinion  that 

1  Jahn,  Neues  Syst.  der  Kinderkrankheiten,  Rudolstadt,  1807. 

2  Handb.  zur  Erkennt,  und  Heilung  der  Kinderkrankheiten,  Frankf.  a.  M., 
p.  119,  1809. 

'  Erfahrungen  Mannheim,  p.  245, 1812. 
*  "  Diese  Krankheit  scheint  noch  wieng  bekannt  zu  aeyn." 
Gyn  Soc  14 
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the  injury  of  the  bone  arises  from  the  prolonged  detention  of 
tlie  hlood  l)etwcen  the  pericranium  and  the  skull,  whereby  its 
nourishment  and  growth  in  this  place  are  interfered  with.  I 
do  not,  however,  deny  that  this  is  possible,  that  the  bone  is 
diseased  and  rough  in  case  the  tumor  should  have  existed 
some  time  before  birth,  but  this  must  be  extremely  rare,  for 
in  none  of  the  cases  observed  by  me  or  detailed  to  me  by 
others,  which  I  have  been  able  to  collect  with  care  for  ten 
years,  was  this  so.  A  year  ago,  I  received  from  a  young 
physician  a  description  of  a  case  apparently  of  this  sort.  He 
was  called  to  a  child  five  weeks  old,  which  had  brought  into 
the  world  with  it  two  such  bloody  tumors,  one  on  the  middle 
of  each  parietal  bone.  The  surgeon  who  had  opened  the 
tumors,  the  third  day  after  the  birth,  stated  that  he  had  found 
the  bones  carious.  This  statement,  however,  is  not  very  reli- 
able, for  he  had  found  himself,  on  account  of  this  opening,  in 
an  embarrassed  position.  The  child  was  in  a  very  weakened 
condition  through  loss  of  matter  and  blood.  This  condition 
increased  up  to  the  sixteenth  week,  when  the  plate  of  bone 
was  thrown  off.  Diarrhoea  set  in  and  the  child  died.  About 
the  middle  of  the  left  parietal  bone  there  was  found  a  hole 
about  an  inch  and  a  half  in  circumferejice.  On  account  of 
the  extreme  serious  consequences,  due  to  delay  in  emptying 
out  these  tumors,  this  evil  deserves  the  greatest  attention  on 
the  part  of  the  physician." 

Naegele  further  says  he  has  seen  these  tumors  from  the  size 
of  a  bean  to  a  hen's  egg  on  all  parts  of  the  bony  scalp. 
When  several  existed  they  were  connected  by  a  small  bridge 
or  often  separate.  They  always  occur  from  two  to  three  days 
after  birth,  and  in  a  few  cases  where  the  tumor  was  observed 
small  and  flat  immediately  after  birth,  it  slowly  enlarged  up 
to  a  certain  size  and  then  ceased  to  grow. 

The  tumors  contain  black  and  usually  coagulated  blood,  and 
after  opening  filled  again,  necessitating  a  reopening.  After 
a  few  days  the  tumor  is  surrounded  by  a  bony  ring.     The 
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cases  are  observed  after  easy  births,  never  after  difficult  or 
forceps  labors. 

Paletta,  in  1810/  and  again  in  1820/  wrote  a  description 
of  this  disease  which  is  of  classical  beauty  for  clearness  and 
succinctness.  He  held  the  views  as  to  the  cause  of  the  affec- 
tion which  were  promulgated  by  Michaelis,  who  refers  to 
Paletta  as  his  instructor. 

It  is  impossible  to  pass  over  this  most  important  epoch  in 
the  history  of  cephaltematoma  without  noticing  more  in  detail 
statements  made  by  Prof.  Osiander  in  1821. 

A  long  series  of  years  separate  us  from  the  workers  of  the 
last  century,  and  it  is  sometimes  a  difficult  as  well  as  an 
unpleasant  task  to  rake  up  the  dead  ashes  of  old  strifes  and 
jealousies,  and  attempt  to  sit  in  judgment  upon  our  prede- 
cessors. In  the  present  instance  we  have  from  Osiander  a 
clear  and  succinct,  and,  perhaps,  justly  bitter  statement,  that 
Michaelis  was  dishonest  in  failing  to  give  credit  for  valuable 
information  given  him  at  his  clinic. 

Osiander's  words  are  these  :  "  One  must  not  confuse  these 
tumors  with  the  imaginary  one  described  by  the  deceased  Dr. 
G.  E.  Michaelis,  which  he  pictured  as  v^ery  dangerous,  and  yet 
stated  that  he  has  cured  them,  tumors  which  he  in  reality 
confused  with  those  described  by  me.  As  he  returned  from 
his  travels  he  visited  me  on  his  way  home,  just  as  I  was 
about  to  open  one  of  these  blood  tumors  in  a  newborn  child. 
He  saw  the  operation  and  was  very  much  astonished  that  I 
so  boldly  opened  it  down  to  the  bone,  and  he  prophesied  seri- 
ous consequences,  assuring  me  that  he  had  had  experiences  of 
this  kind  in  Italy,  and  the  children  always  died  when  such  a 
tumor  was  opened,  because  the  outer  bony  layer  was  wanting 
down  to  the  diploe,  and  that  in  Italy  they  dispersed  them 
with  warm  fomentations.  I  was,  therefore,  much  surprised 
as  I  read  soon  after  an  article  in  Lbder's  Journal :  "  Ueber 
eine  eigene  Art  von  Blutgeschwulsteu,  etc." 

'  De  abscessu  capitis  sanguineo,  Mediolani,  1810. 
-  Exercitatioiies  pathologicse,  Mediolani,  1820. 
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Wo  must  render  tribute  to  whom  it  is  due,  although  it  is 
almost  a  century  since,  and  if  we  recognize  in  Michaelis's 
writing  the  first  clear  clinical  picture  of  cephalrematoma  we 
should  give  even  more  credit  to  men  like  Osiander  and  Paletta, 
who  preceded  and  taught  him  ;  we  will  also  recognize  in  his 
writing,  as  we  cast  a  glance  over  the  host  of  essays  wiiich 
appeared  within  the  next  thirty  years,  hut  the  voice  of  one  who 
chanced  to  speak  first  of  a  host  ready  to  cry  out.  The  great 
error  committed  by  Michaelis  in  his  positive  statement  that 
the  outer  table  of  the  parietal  boue  is  wanting  and  the  bone 
is  carious,  remained  a  source  of  great  confusion  and  argument 
for  a  generation  afterward,  aud  led  to  an  active  operative 
interference  in  cases  of  cephalaematoma,  which  would  have 
been  otherwise  undisturbed. 

In  the  year  1822,  there  was  published  at  Heidelberg  an 
excellent  dissertation  by  C.  Zeller,'  a  pupil  of  Naegele's,  in 
which  he  vigorously  opposed  Michaelis's  statement  as  to  the 
decay  of  the  bone,^  tracing  the  error  to  its  proper  source,  the 
Italians.^ 

The  important  part  of  Zeller's  description  has  been  quoted 
in  the  original  in  the  clinical  description  of  the  disease.  His 
paper  includes  a  critical  study  of  the  disease  in  all  its  aspects, 
and  concludes  by  citing  some  twenty  cases.  The  first  was  on 
the  right  parietal  bone  of  a  male  infant,  noticed  the  first  day 
after  the  confinement,  increased  very  markedly  until  it  occu- 
pied almost  the  whole  surface  of  the  bone,  extending  3  x  2^ 
inches,  aud  being  an  inch  in  height.  It  was  opened  on  the 
seventh  day  aud  the  child  cured.  His  secoutl  case  is  a  double 
cephalajmatoma,  one  on  each  parietal  bone,  of  the  size  of  half 
a  hen's  egg.     This  was  opened  and  cured   in   tiie  same  way. 

1  De  cephalaematomate,  seu  sanguiiieu  eranii  tuinoro  recens  iiatoniin,  j).  ()5. 
C.  Zeller,  Heidelberg,  1822. 

t  "  Contra  nonnullorum  opiiiionem,  non  corrobiim  ncc  corruptimi  nee  Ifesuni, 
Bed  Iwve  et  integrum  esse,  tumor  apertus  persuadet." 

•*  "Quo  ex  Irbro  apparet,  Michaeleni  sententiam  suain  liiiic  Italorurn  medi- 
coruni  debere." 
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H.  Becker  wrote  for  Hufdand's  Journal,  in  1823,  an  ex- 
cellent acconnt  of  cephalaeraatoma.  His  interest  was  first 
aroused  by  the  fact  that  one  of  his  children  had  the  disease. 
He  was  much  worried  by  the  positive  statements  of  Michaelis 
that  the  bone  was  diseased,  and  rendered  anxious  by  l^aegele's 
statement  that  it  was  necessary  to  open  it,  and  by  Goelis's 
recommendation  to  use  caustic.  In  his  doubt  he  applied  to 
an  experienced  Dr.  Giinther,  of  Duisburg,  Dr.  Giiuther 
told  him  that  he  had  seen  many  such  cases  and  to  let  it  alone. 
In  this  case  the  tumor  appeared  on  the  third  day  on  the  right 
parietal  bone  near  the  great  fontanelle,  and  gradually  extended 
back  to  the  lambdoidal  suture  until  it  was  two  and  a  half 
inches  long,  one  and  a  half  inch  broad  in  the  middle,  and 
almost  an  inch  high.  It  formed  a  circumscribed,  slightly 
tense,  painless,  and  elastic  tumor,  a  little  warmer  to  the  touch 
than  the  rest  of  the  head.  Around  this  was  felt  the  bony 
ring.  The  bone  within  this  seemed  to  be  absent,  as  the 
writer  at  first  believed  to  be  actually  the  case.  Deeper  pres- 
sure revealed  the  bony  floor.  The  color  of  the  skin  was 
natural ;  there  was  fluctuation  and  no  pulsation.  The  child 
was  healthy.  The  treatment  consisted  at  first  in  lotions  of 
brandy  and  water  and  fomentations,  with  elder  flowers  and 
chamomile,  and  later  a  vinous  infusion  of  aromatic  spices. 
In  sixteen  days  the  tumor  began  to  diminish  in  size,  and 
in  twenty-two  days  it  was  gone.  Three  years  later  an  un- 
evenness  of  the  bone  could  still  be  distinguished,  as  it  was 
elevated  at  its  anterior  end  about  a  line,  and  posteriorly  about 
two  and  a  half  lines. 

In*  three  cases  observed  the  births  were  slow,  but  not 
instrumental.  In  1826,  Hoere  wrote  a  very  valuable  paper 
on  external  and  internal  cephalaematoma,  with  two  diagrams. 

The  following  is  taken  from  Dr.  Kraus  in  Busch's  Journal 
of  Obstetrics  (Zwei  Falle  von  Kopfblutgeschwulst  Neugebor- 
ner  mit  der  Sectionsgeschichte  des  einen  Falls,  Gemeinsame 
Deutsch.  Zeitschr.f.  GcbitrtsJc,  Bd.  vi.  p.  379): 
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"  The  first  case  was  a  woman  of  thirty-one,  who  had  borne 
eleven  children.  In  her  twelfth  pregnancy  the  head  of  the 
child  came  rapidly  into  the  pelvis,  and  before  the  midwife 
could  get  the  patient  to  the  bed  the  child  was  shot  out  by  a 
strong  pain,  falling  on  the  floor  in  the  middle  of  the  room. 
The  umbilical  cord  broke  in  two  parts.  A  quarter  of  an  hour 
afterward  a  second  boy  was  born  in  the  bed.  Both  children 
were  small.  On  the  head  of  the  one  born  on  the  floor  no  injury 
whatever  could  be  detected  by  careful  examination.  First, 
on  the  eighth  day  after  the  birth  did  the  mother  notice,  on 
the  child  born  on  the  floor,  a  tumor  on  each  side  of  the 
sagittal  suture.  The  tumor  on  the  left  parietal  bone  was  the 
size  of  a  silver  dollar ;  that  on  the  right  was  smaller  and 
more  elongate.  They  were  treated  with  aromatic  fomenta- 
tions. Five  days  after  the  discovery  of  the  tumor  that  on  the 
left  side  began  to  diminish.  In  three  weeks  there  was  no  tumor 
noticeable  on  the  left  parietal  bone.  The  bony  ring  which 
had  been  felt  around  about  the  margin  of  the  tumor  had 
almost  disappeared.  The  ring  and  tiie  tumor  had  also  dis- 
appeared on  the  right  side.  At  tlie  anterior  end  of  the  tumor, 
near  the  coronal  suture,  was  a  remarkable  depression  about 
the  size  of  a  groschen,  encircled  with  a  somewhat  sharp,  bony 
border.  Upon  pressing  on  it  with  the  finger  a  resisting  floor 
could  not  be  detected.  There  was  no  pulsation.  When  the 
child  was  nine  weeks  old  this  place  was  also  completely 
ossified,  slightly  depressed,  and  not  as  flat  as  the  other  bones. 

The  writer  remarks  "  that  the  bony  formation  was  absent 
in  one  ])art  of  the  parietal  bone,  can  be  the  subject  of  no 
doubt. 

**The  second  case,  a  woman  of  thirty-three  years,  unmar- 
ried, bore  a  girl  baby  after  twenty-four  hours'  hard  labor. 
The  midwife,  while  washing  the  child,  at  once  noticed  a 
tumor  differing  from  those  she  was  accustomed  to  seeing. 
Dr.  Kraus,  in  examining  it,  found  close  to  an  ordinary 
caput  succedaneum  an  elevated  tense  tumor,  occupying  nearly 
the  whole  of  the  right  parietal  bone.     The  surface  of  the 
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scalp  was  imchanged  in  color  or  temperature.  The  tumor 
fluctuated,  and  was  enclosed  in  a  bony  ring,  which,  however, 
could  not  be  distinctly  felt  on  the  upper  margin  of  the  tumor 
on  account  of  the  caput  succcdaueum.  As  the  child  could 
not  get  proper  care  under  palliative  treatment,  Dr.  Kraus 
opened  the  tumor  on  the  third  day  by  an  incision  a  half-inch 
in  length.  Half  a  coffee-cup  full  of  bright  red  blood  streamed 
out  and  kept  discharging  until  he  was  obliged  to  use  cold 
water  to  check  the  heraorriiage.  A  small,  soft,  yielding 
spot  with  a  thin,  sharp  border  was  felt  in  the  middle  of  the 
tumor,  and  gentle  pressure  at  this  point  caused  uneasiness 
and  crying.  At  this  time  a  soft  place  was  found  ou  the  left 
parietal  bone,  also  surrounded  with  a  bony  ring  and  fluctu- 
ating. Nothing  was  done  to  this.  The  child  died  when  four 
weeks  old.  A  post-mortem  examination  was  made.  In  open- 
ing the  tumor  on  the  left  side  it  was  found  to  contain  a  layer 
of  broth-like  fluid  not  thicker  than  the  back  of  a  knife,  lying 
upon  the  roughened  bone.  At  one  point  on  the  upper  border 
appeared  a  delicate  layer  of  bone.  On  the  right  side  at  the 
fluctuating  point  near  the  sagittal  suture,  there  was  found  a 
small  quantity  of  thin  pus.  The  surface  of  the  bone  was 
rough  and  deepened,  and  at  the  depression  a  place  about  as 
big  as  a  pea,  where  the  covering  of  the  brain  was  exposed.  The 
dura  mater  throughout  the  whole  skull  was  perfectly  sound." 

In  discussing  this  paper  d'Outrepout  (page  390)  described 
nine  cases,  three  of  which  occurred  in  a  lying-in  house,  and 
were  recognized  immediately  after  birth.  The  other  six  were 
seen  in  private  practice,  two  of  them  on  children  born  with 
forceps,  in  which  the  tumor  was  also  recognized  immediately 
after  birth.  In  two  more  the  midwife  discovered  the  tumor 
when  she  was  bathing  the  child.  In  the  remaining  two  the 
author  was  first  called  three  days  after  birth.  The  midwife 
declared  she  had  seen  the  tumor  in  one  case  immediately  after 
birth.  The  second  one  declared  that  the  tumor  appeared  on 
the  third  day.     Both  were  easy,  rapid  births. 

D'Outrepont  further  says,  with  the  exception  of  the  first 
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case,  the  ohildren  had  brought  the  disease  into  the  world  with 
them.  He  considered  the  disease  as  a  result  of  a  defect  in 
the  bone  and  not  produced  mechanically.  ("  Daher  glaube  ich 
dass  das  Uebel  waehrend  der  Schwangerschaft  eutsteut  und 
nicht  waehrend  der  Geburt.") 

D'Outrepont's  method  of  treating  them  was,  to  make  an 
incision  as  long  as  the  tumor,  let  the  blood  thoroughly  empty 
itself,  unite  the  lips  of  the  wound  with  adhesive  plaster,  and 
cover  it  with  charpic.  The  "  wound  healed  by  first  inten- 
tion," and  the  children  remained  well,  and  the  skin  adhered 
to  the  bone,  so  that  on  the  fourth  day  after  the  operation  it 
was  no  more  movable.  The  operations  were  undertaken  from 
ten  to  sixteen  hours  after  birth. 

In  the  North  American  Arcluvea  of  Jlcdical  and  Surgical 
Science,  Baltimore,  1835,  page  217,  Dr.  Geddings,  Professor 
of  Anatomy  and  Physiology  in  the  University  of  Maryland, 
gives  this  clinical  descri{)tion  of  the  disease,  stating  that  such 
tumors  are  seldom  observed  except  in  newborn  infants,  yet 
they  are  now  and  then  met  with  in  children  of  a  more 
advanced  age,  and  in  rare  instances,  even  in  adults.  He  also 
makes  the  remark  which  has  not  lost  its  force  fifty-five  years 
later,  that  it  is  remarkable  that  this  disease  should  have 
received  so  small  a  share  of  attention  on  the  part  of  practi- 
tioners. "  With  only  a  few  exceptions  it  has  been  entirely 
overlooked  or  very  imperfectly  described  by  English,  French, 
and  American  authors ;  and  although  the  German  physicians 
have  investigated  it  with  more  attention,  its  characters  still 
remain  involved  in  much  obscurity." 

Geddings  then  quotes  several  authorities.  "  Chelius,"  says 
he,  "speaks  of  a  tumor  occurring  in  the  temporal  region,  and 
Velpeau  observed  a  case  spreading  over  the  left  parietal, 
temporal,  occipital,  and  right  parietal  regions." 

"  Pign§  has  erroneously  represented  that  they  are  never 
found  in  the  course  of  the  sutures.  This  is  contradicted  by 
one  of  our  own  cases,  in  which  the  tumor  formed  over  the 
sagittal  suture,  and  by  one  of  Naegele's,  in  which  it  extended 
from  one  parietal  bone  to  the  other." 


HOWARD  A.  KELLV.  217 

"  Dieffeubach  thought  that  the  tumor  was  betweeu  the 
pericranium  and  tlie  integuments  of  the  scalp." 

Geddings  divides  the  treatment  into  two  groups.  First, 
dispersion  of  tiie  tumor  by  promoting  the  absorption  of  its 
contents.  Second,  the  evacuation  of  the  blood  by  puncture 
or  incision.  He  further  states  that  the  first  method  should 
be  fully  tried  previously  to  resorting  to  the  second.  Even 
tumors  of  very  large  size  may  be  sometimes  dispersed.  Of 
Byerle's  seven  cases  six  were  cured  in  a  few  days  by  aromatic 
vinous  fomentations,  and  it  was  necessary  to  ojk'u  the  tumor 
in  but  one. 

In  1838,  Valleix  published,  in  Paris,  in  his  Clinique  des 
Maladies  des  Enfanh  Nouveau-nSs,  one  of  the  most  thorough, 
carefully  critical  ])apers  on  cephala^matoma  which  has  ever 
appeared.  V'^alleix  based  his  conclusions  on  a  number  of 
minute  observations  on  the  cadaver,  as  well  as  upon  his 
careful  research  into  the  literature  and  clinical  observations. 

His  descriptions  throughout  are  excellent.  I  will  here 
quote  but  a  few  points  in  which  he  differs  from  his  prede- 
cessors, citing  in  some  detail  his  views  as  to  the  pathology  of 
the  disease.  "  In  spite  of  the  assertions  of  several  writers 
there  exists  no  well-authenticated  case  in  which  cephalsema- 
toma  has  been  recognized  before  labor.  In  the  one  case  in 
which  I  have  seen  the  disease  at  its  start,  the  integument  was 
deep  red  and  slightly  oedematous.  The  bony  ring  does  not 
exist  at  the  outset.  In  one  case  it  did  not  exist  and  the  child 
died  before  it  was  formed.  In  another  case  it  went  on  devel- 
oping while  under  observation." 

In  speaking  of  the  causes  Valleix  says  it  is  a  mistake  to 
say  that  it  occurs  after  easy  labors,  it  is  rather  the  precipitate 
labors  we  should  speak  of. 

In  his  studies  as  to  the  causation  of  cephalaematoma 
Valleix  observed  first  that  in  natural  labors,  where  there 
was  no  suspicion  of  injury,  there  was  almost  always  an 
ecchymosis  between  the  bones  and  their  external  membrane, 
occupying    the    summit  of  the    head,    from    three    to    three 


218         cephaljEM-atuma  veklm  externum. 

and  a  half  inches  in  length,  by  two  to  two  and  a  half 
inches  in  breadth,  along  the  npper  border  of  the  parietal 
bones,  and  that  this  was  considerably  more  extensive  on  the 
right  parietal  than  the  left;  that  it  was  wanting  in  one  ease 
of  a  twin,  in  which  it  was,  however,  impossible  to  determine 
whether  it  had  been  born  first  or  last.  In  order  to  gain  more 
exact  information  further  examinations  were  made  on  twenty- 
eight  subjects,  between  the  ages  of  from  five  to  forty  days,  con- 
firming the  statement  just  made.  An  excellent  colored  plate 
shows  the  ecchymotic  appearance  of  this  area,  dark  and  infil- 
trated with  blood,  easily  seen  by  its  deepened  color,  through 
its  transparent  pericranium.  The  cellular  tissue  just  beneath 
the  pericranium  appeared  sometimes  to  be  simply  of  a  uniform 
red  color,  without  any  other  change.  It  was  ofteuer,  how- 
ever, increased  in  thickness  and  tore  with  ease,  adhering  to 
the  bone  and  the  pericranium  in  the  form  of  little  rounded 
red  granules  packed  together,  looking  like  a  layer  of  jelly. 
This  ecchymosis  exists  much  longer  than  the  caput  succeda- 
neum,  which  disappears  at  the  latest  at  the  end  of  two  or 
three  days,  while  the  former  has  been  found  as  late  as  the 
twenty-fifth  day  after  birth.  When  there  existed  a  layer  of 
blood  Valleix  always  found  at  the  end  of  a  certain  time  little 
bony  plates,  which  it  was  very  easy  to  detach  by  slipping 
the  scalpel  under  them,  leaving  the  bone  with  its  natural 
radiate  appearance.  Valleix  next  asked  what  is  the  cause  of 
this  ecchymosis.  Its  position  on  the  summit  of  the  head  and 
its  ovoid  form  do  not  allow  us  to  adopt  the  explanation  that 
it  is  produced  by  pressure  on  a  resistant  plane  such  as  the 
sides  of  the  pelvis,  for  it  is  only  the  anterior,  posterior,  and 
lateral  portions  of  the  skull  which  are  thus  pressed  upon. 
Every  consideration  tends  to  the  idea  that  the  ecchymosis  is 
the  result  of  a  circular  pressure,  whose  acting  power  is  placed 
at  the  centre  of  the  parts  traversed  by  the  head,  which  cannot 
be  other  than  the  cervix  uteri.  This  explains  at  once  how 
that  the  cervix  having  been  well  dilated  by  the  first  birth 
the  second  does  not  present  such  an  ecchymosis  in  twin  births. 
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The  reason  why  the  ecchymosis  is  more  extensive  on  the  right 
parietal  bone  is,  on  account  of  the  greater  frequency  of  the 
head-presentation,  Valleix,  after  these  considerations,  comes 
to  the  conclusion  that  this  ecchymosis  is  but  the  first  step 
toward  a  cephala?matoma.  These  are  the  salient  points.  The 
parts  most  exposed  to  the  simple  ecchymosis  are  also  the  seat 
of  the  bloody  tumor.  The  blood,  infiltrated  or  poured  out, 
as  the  case  may  be,  can  only  come  from  the  same  source. 
The  same  cause  acting  in  diiferent  degrees  can  produce,  first, 
a  simple  red  discoloration ;  second,  a  marked  infiltration ; 
and  third,  a  destruction  of  tissue  with  the  pouring  out  of  a 
layer  of  blood.  The  connection  between  these  three  steps  is 
a  distinct  one.  In  three  cases  examined  post-mortem,  the 
ovoid  discoloration  was  evident  on  one  side,  due  to  an  infiltra- 
tion of  blood,  on  the  other,  was  a  well-defined  cephakematoma. 
The  cephalhematoma  is,  therefore,  but  the  fourth  degree  of 
this  scale. 

Doepp  (in  Walther  and  Amnion's  Journal,  vol.  32,  Berlin, 
1843,  pages  99-108)  observed,  in  an  extensive  private  practice 
in  the  course  of  twenty -six  years,  but  3  cases  of  cephala^matoma. 
On  the  contrary,  in  St.  Petersburg  Foundling  Asylum,  in  a 
period  of  eleven  years,  he  had  occasion  to  treat  262  cases. 
Of  these,  1  was  on  the  squamous  portion  of  the,  left  temporal 
bone,  2  on  the  occipital  bone ;  all  the  others  on  the  parietal 
bones  and  almost  always  near  the  upper  border.  Out  of  100, 
64  were  observed  on  the  right  side,  31  on  the  left  side,  5 
double,  that  is,  on  both  sides  at  the  same  time,  1  was  triple, 
that  is,  on  both  parietals  and  on  the  occipital  bone.  The 
average  was  1  case  of  cephalsematoma  in  190  children.  This 
average  was  taken  from  50,000  children  in  the  institution. 
Post-mortem  examination  was  made  upon  1 1  children,  3  of 
whom  died  of  the  disease,  with  the  following  results  : 

(a)  In  none  of  these  cases  was  there  any  trace  of  ecchy- 
mosis on  the  inner  surface  of  the  skull,  nor  w^as  there  any 
perforation  of  the  skull. 

(6)  All   the   children    had   the   disease   when   they   were 
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brought  into  the  institution.  The  tumor,  however,  often 
grew  while  under  observation ;  never,  however,  after  the  first 
three  days,  excepting  those  cases  which  were  opened. 

(c)  In  but  nine  instances  liad  Doepp  tlie  opportunity  to 
inquire  into  the  character  of  the  hibor.  They  were  in  all 
cases  easy  and  head-first.  The  mothers  were  strong,  three  of 
them  were  primiparee. 

(d)  The  integument  covering  the  tumor  was  always  of  a 
natural  color,  and  could  be  pushed  about  over  the  growth. 
Pulsation  was  never  noticed.  The  tumor  was  always  pain- 
less, even  upon  rough  handling.  The  form  was  generally 
oval,  the  largest  having  the  appearance  of  two  or  three 
joined  together.  The  largest  of  all  was  four  inches  in  length 
and  three  in  breadth.  The  smallest  was  the  size  of  a  hazel- 
nut. 

(e)  The  hard  border  always  existed,  although  not  equally 
distinct  in  all  places. 

Doepp  believes  that  Naegele's  cases,  where  he  did  not  find 
the  hard  border,  were  simply  ecchymoses  under  the  aponeu- 
rosis. When  the  tumor  is  opened  and  the  blood  pressed  out, 
this  border  begins  on  the  next  day  to  disappear,  and  after 
four  or  five  days  no  trace  of  it  is  left  behind.  Doepp  thinks 
this  peculiarity  of  the  tumor  contradicts  all  previous  explana- 
tions as  to  its  origin.  In  two  post-mortems,  he  discovered 
that  the  hard  border  was  composed  of  coagulated,  hardened 
blood.  The  periosteum  was  everywhere  normal  and  smooth. 
There  were  no  dilated  or  ruptured  bloodvessels.  The  bone 
was  also  perfectly  smooth.  Soveu  of  the  skulls  whi(;h  were 
kept,  belonged  to  children  in  which  the  tumor  had  been 
opened  at  a  later  date,  and  where  there  had  been  a  previous 
suppuration.  In  these  the  outer  layer  of  the  bone  with  the 
di|)loe  was  absorbed,  and  the  hard  border  indicated  actual 
destruction  of  the  bone.  The.se  cases  account  for  the  .state- 
ments of  Michaelis  and  I'aletta.  Of  his  two  hundred  and 
sixty-five  children,   only   three  died   in   consequence  of  the 
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extension  of  the  inflammation  to  the  brain  covering,  and 
these  from  cauterization  of  the  tumor  with  nitrate  of  silver 
(Goelis's  method);  the  seven  other  children  who  died  were 
carried  olf  by  intercurrent  diseases.  The  false  membrane 
described  by  Valleix  was  never  seen  by  Doepp. 

The  treatment  was  by  means  of  fomentations,  and  if  at 
the  end  of  the  second  week  there  seemed  to  be  no  tendency 
to  absorption,  the  tumor  was  opened  with  an  "  oncotom," 
making  an  opening  four  to  five  lines  in  length. 

In  a  few  places  the  child  fainted  from  the  hemorrhage, 
necessitating  the  use  of  a  haemostatic  solution  in  the  sac. 

Rokitansky  wrote,  in  1846,  "  cephalsematoma  is  a  disease 
of  frequent  occurrence  on  the  skull  of  a  newborn  child,  a 
disease  on  which  far  too  much  has  been  written.  By  the 
quantity  of  blood  extravasated  and  the  consequent  swelling, 
it  is  to  be  distinguished  from  an  extravasation  in  the  form 
of  a  thin  layer  with  an  indistinctly  defined  margin,  on 
the  parietal  bones,  which  is  extremely  frequent  in  newborn 
children.  This  last  extravasation  is,  indeed,  of  considerable 
importance,  inasmuch  as  it  is  only  a  lesser  degree  of  that 
hemorrhage  which  constitutes  the  thrombus.  Cephalajma- 
toma  on  the  parietal  bone  generally  resembles  a  kidney  in 
shape,  its  greater  margin  lying  along  the  sagittal  border  of  the 
bone,  its  concave  edge  embracing  the  parietal  prominence. 
Neither  on  the  i)arietal  nor  on  any  other  bone  does  it  probably 
ever  commence  on  ih^'pundum  ossijicationis.  Not  unfrequently, 
however,  it  spreads  over  the  punctum  as  well  as  the  rest  of  the 
bone.  Cephalhematoma  is  constantly  circumscribed  near  the 
margin  of  the  affected  bone,  and  does  not  pass  beyond  the 
suture.  It  is  a  circumstance  of  considerable  importance,  for 
it  has  hitherto  been  almost  unnoticed,  that  in  very  many  cases, 
in  which  there  is  a  collection  of  blood  on  the  outer  surface  of 
the  skull,  there  is  also  a  corresponding  extravasation  between 
its  inner  surface  and  the  dura  mater.  The  inner  accumula- 
tion is,  as  a  rule,  less  extensive,  but  there  are  cases  in  which 
the  reverse  is  the  fact.     Of  course,  if  the  bone  be  laid  bare 
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in  this  mauncr  ou  both  sides  for  a  long  time,  the  prognosis  is 
unfavorable.  Cephalgematoma,  originally,  is  nothing  more 
than  an  accumulation  of  blood  beneath  the  pericranium  ; 
there  is  no  essential  anomaly  there,  in  that  membrane  or  on 
the  bone  ;  most  of  the  blood  is  usually  coagulated  and  is  of 
a  blackish-red  color;  and  a  pale  red  fibrinous  coagulum 
stained  with  the  coloring  matter  of  the  blood  frequently 
adheres  to  the  inner  surface  of  the  pericranium  and  to  the 
bone.  An  inflammatory  process  commences  at  the  margin 
of  the  denuded  part  of  the  bone,  and  bony  matter  is  depos- 
ited in  the  form  of  a  velvety  and  finely  filamentous  osteo- 
phyte. Upon  the  exposed  bone  and  inner  surface  of  the 
pericranium  a  fluid  next  exudes,  which  is  at  first  gelatinous, 
but  gradually  becomes  more  dense ;  and  it  may  be  observed 
that  the  bony  margin  becomes  continuous  with  the  layer  of 
exudation  that  adheres  to  the  pericranium,  while  at  the  base 
of  the  tumor  it  meets  that  M'hich  covers  the  bone.  Should 
this  extravasated  blood  be  removed  by  absorption  or  evacuated 
by  an  artificial  opening  in  the  tumor,  the  pericranium  and 
bone  unite  together  in  a  simple  manner  by  means  of  the  exu- 
dation. 

But  if  this  do  not  occur  a  very  remarkable  appearance 
is  presented  in  a  very  few  cases — few,  inasmuch  as  the  in- 
flammation usually  becomes  suppurative — the  layers  of 
exudation  covering  the  bone  and  pericranium  generally 
ossify.  The  ossification  of  both  layers  of  the  exudation  is 
sometimes  limited  to  particular  spots,  and  sometimes  partial 
ossification  is  met  with  only  on  that  layer  which  lines  the 
pericranium.  This  state  of  parts  may  lead  to  the  error  that 
the  outer  table  is  separated  from  the  bone  and  adheres  to 
the  pericranium. 

Far  more  frequently,  when  the  swelling  is  not  opened  and 
its  contents  evacuated,  the  inflammation  becomes  suppura- 
tive, and  ulceration  or  caries  and  partial  necrosis  ensue. 
Cephalsematoma  thus  proves  fatal,  either  by  exhaustion,  or  by 
the  extension  of  the  inflammation  to  the  brain.     The  fatal 
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result  is  occasionally  brought  about  by  purulent  matter  being 
taken  into  the  circulation,  and  by  consequent  pysemic  meta- 
stasis. 

"  In  recent  cephalaematoma  a  manifest  congestion  of  the 
bones  of  the  skull  is  pretty  constantly  observed.  There  is 
no  question  that  the  final  rupture  of  the  vessels  is  due  to  this 
congestion;  and  it  is  most  certain,  from  the  fact  that  in  ordi- 
nary cases  there  is  no  other  abnormal  appearance  to  which 
the  hemorrhage  could  be  attributed.  Moreover,  the  bone 
beneath  the  extravasated  blood  appears  pale,  and  this  results 
from  the  emptiness  of  its  vessels. 

It  is  an  interesting  circumstance  that  cephalhematoma  some- 
times coexists  with  effusion  of  blood  between  other  tissues 
holding  the  same  relation  to  each  other  as  bone  and  perios- 
teum. Thus  peripheral  apoplexy  of  a  congested  liver,  or  ex- 
travasation of  blood  beneath  its  peritoneal  investment,  is  not 
an  un frequent  accompaniment  of  cephalaematoma." 

From  this  full  description,  from  Rokitausky,  it  will  be 
seen  that  while  he  adopted  much  from  his  predecessors, 
more  especially  the  work  of  Valleix,  he  still  transmitted 
a  number  of  the  errors  which  it  has  remained  for  later 
writers  to  correct.  His  statement  that  few  cases  recovered, 
if  let  alone,  without  suppuration,  was  one  particularly 
calculated  to  do  harm,  leading  as  it  does  to  invariable  opera- 
tive interference.  His  statement  that  the  bone  and  pericra- 
nium are  covered  with  gelatinous  exudation  which  ossifies, 
enclosing  the  tumor  in  a  bony  shell,  is  an  error  corrected 
by  Virchow,  next  quoted. 

Virchow,  in  1863,  has  given  an  admirable  picture  of  the 
disease,  accompanied  by  three  plates  exhibiting  the  disease 
in  section,  showing  the  bony  ring  and  showing  the  shell  of 
ossification  encasing  the  blood.  Virchow  says  that  the 
cephalsematoma  arises  from  the  separation  of  the  pericranium 
from  the  bones  of  the  skull,  by  the  escape  of  blood  from 
vessels  which  pass  in  ^reat  number  to  the  young  bones,  and 
which  are  thus  torn  in  the  act  of  birth,  and  the  blood  pours 
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itself  out  into  the  cavity  thus  formed.  The  separation 
comes  from  pressure  of  the  maternal  parts  upon  the  child's 
head.  At  the  margin  of  the  tumor  there  is  a  hard  eminence 
at  the  point  of  attachment  of  the  pericranium  to  the  skull. 
This  border  becomes  thicker  and  thicker.  By  long  continu- 
ance of  the  tumor  this  bony  substance  pushes  further  and 
further  forward,  gradually  forming  a  shell  over  the  blood 
tumor.  While  this  process  is  going  on,  the  tumor,  as  a  rule, 
diminishes  in  size,  -and  ossification,  in  the  form  of  scales  or 
leaf-like  plates  on  the  inner  surface  of  the  pericranium, 
continues  to  grow,  until  it  forms  an  almost  continuous 
layer  of  scales.  This  shell  is  made  up  then  simply  of  little 
Wormian  bones.  This  appearance  has  caused  much  astonish- 
ment until  recent  times,  when  development  of  bone  is  better 
understood.  It  is  well  known  that  it  is  the  pericranium, 
from  which  new  layers  of  bone  are  formed,  deposited  with 
the  growth  of  the  skull  on  the  okl  bones.  My  researches 
have  developed  the  fact  that  it  is  not  an  exudate  or  an  amor- 
phous blastema,  but  a  proliferation  of  the  layers  of  the  peri- 
osteum from  whi(!h  the  new  layers  of  bone  are  projected.  If 
now  the  pericranium  is  separated  from  the  bones  by  means  of 
blood,  it  none  the  less  continues  to  form  new  layers  of  bony 
substance  ;  only  these  cannot  be  deposited  directly  upon  the 
old  bones  because  the  blood  lies  between.  Only  at  the  mar- 
gin where  the  membrane  is  attached  are  the  new  layers  de- 
posited directly  upon  the  old,  and  thus  arises  the  ring.  By 
the  continuation  of  the  ossification,  the  bony  shell  is  formed. 
The  peculiarity  of  cephalaimatoma  is  that  the  blood  in  these 
tumors  remains  fluid  for  an  unusually  long  time,  and  at  the 
most,  the  walls  show  a  little  fibrinous  deposit.  I  have  re- 
peatedly had  the  opportunity  of  examining  this  blood  after  it 
had  been  from  four  to  six  weeks  in  the  tumors,  and  it  was 
fluid  every  time  and  had  well-preserved  blood-corpuscles. 
This  is  indeed  fortunate,  as  by  this  means  the  later  adapta- 
tion of  the  outer  bony  layer  to  the  old  bone  is  rendered  pos- 
sible.    The  artificial   removal   of  the  blood    is  usually    not 
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necessary,  and  oftener  harmful,  as  the  bleeding  is  easily 
renewed.  Patience  usually  brings  about  the  desired  result, 
and  even  if  somewhat  slower,  the  fitting  of  the  periosteal 
bony  layers  is  more  complete  in  the  hnematoma  which  is  not 
opened  than  in  that  which  has  been  opened, 

Runge  says,  writing  in  1885,  that  cephalsematonia  nev^er 
crosses  the  sutures  or  fontanelles ;  and  that  the  tumors  are  not 
at  all  or  but  slightly  sensitive.  The  bony  ring  is  formed  after 
a  few  days.  The  general  condition  of  the  child  is  in  no  way 
disturbed.  Any  disturbance  positively  indicates  some  com- 
plication. The  tumor  is  discovered  on  the  second  or  third  day 
after  birth,  grows  and  reaches  its  greatest  extent  from  the  sixth 
to  the  eighth  day,  and  begins  in  the  second  week  to  diminish 
in  size,  completely  disappearing  in  from  ten  to  fifteen  weeks. 
There  frequently  remains  a  hard,  uneven  eminence  on  the  site 
of  the  tumor  several  months  afterward.  This  course  of  the 
disease  is  the  rule  and  only  special  circumstances  lead  to  any 
other  termination.  Cephalhematoma  is  a  pretty  rare  disease. 
If  with  cephaltematoma,  the  child  exhibits  brain  symptoms, 
there  is  a  suspicion  that  the  external  tumor  is  complicated  by 
an  effusion  between  the  dura  mater  and  the  bones,  or  an 
effusion  of  blood  into  the  brain.  In  these  cases  the  children 
die  almost  without  exception,  and  we  nearly  always  have  to 
do  with  a  trauma  during  the  birth.  Suppuration  is  another 
dangerous  complication.  This  happens,  as  a  rule,  only  from 
a  wound  or  ill-directed  surgical  efforts.  In  explaining  the 
pathology  of  cephalsematonia,  Runge  adopts  the  explanation 
of  Valleix,  followed  by  Rokitansky,  in  stating  that  it  is  but 
an  advanced  degree  of  the  light  effusion  commonly  found 
after  every  birth.  The  only  difficulty  is  in  explaining  those 
cases  in  which  it  has  been  found  after  a  breech  labor,  in 
cases  in  which  the  child  has  passed  spontaneously.  In  seve- 
ral cases  in  the  literature,  operative  measures  in  the  pelvic 
presentation  are  expressly  noted. 

As   for   treatment,  Runge   expressly    warns   against   any 
operative  efforts  in  uncomplicated  cases.     Surgical  treatment 
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can  only  be  excused  in  an  uncomplicated  ceplialfeniatoma 
when  the  tumor  is  unusually  large  and  after  it  has  existed 
for  several  weeks  showing  no  tendency  to  resorption. 


IV.  ANALYSIS. 

I  have  thus  devoted  considerable  space  to  a  consideration  of 
the  natural  history,  as  well  as  the  history  of  the  development 
of  our  knowledge  of  cephalhematoma,  adducing  at  length 
abundant  evidence  that  the  writers  of  the  last  century  at  least 
clearly  recognized  the  existence  of  a  peculiar  disease,  having 
specific  characters,  affecting  the  newborn  infant,  although  for 
the  most  part  in  gross  error  in  their  pathological  inferences. 

I  also  exhibited  under  a  series  of  quotations,  as  well  as  by 
the  bibliography  which  follows,  the  interest  aroused  by  this 
disease  in  the  early  part  of  the  present  century,  when  discus- 
sions as  to  its  pathology  were  rife,  discussions  gradually 
evolving  the  clearer  views  which  we  possess  to-day,  a  heritage 
of  the  labors  of  Naegele,  Hoere,  Valleix,  Doepp,  Bruns, 
Virchow,  and  others. 

It  now  remains  briefiy  to  consider  the  subject  from  an 
analytical  standpoint. 

a.   Name. 

The  name  of  a  disease  if  deliberately  selected,  is  either  an 
attempt  to  describe  it  by  some  characteristic  feature,  or  it 
expresses  the  view  of  its  pathology  held  at  the  time  the  name 
was  given. 

The  name  cephalicmatoma  [c  pronounced  as  .s]  simply 
characterizes  a  prominent  feature  of  the  disease,  and  is  non- 
committal as  to  pathology.  It  means  literally  "  blood  tumor 
of  the  head  ;"  it  was  invented  and  ap[)lied  by  Naegele,  first 
appearing  in  print  in  the  preface  of  his  pupil  Zeller's  disser- 
tation, who  says  :  "  Si  morbus,  in  (juantum  adhuc  nobis  est. 
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peculiaris,  peciiliari  nomine  reete  insignitur,  me,  quod  repre- 
hendi  possit,  fecisse  non  puto,  usurpans  id  nomen,  quo 
Naegele  salvo  meliore  in  lectionibus  usus  est." 

Before  this  time,  under  the  domination  of  a  variety  of 
theories,  the  disease  had  been  variously  called  by  Preuss  in 
1712  '^  Sanguineo-varicose  tumor/'  and  in  1731  by  Le  Dran 
'•'Spurious  Aneurism"  and  "Hernia  Cerebri.^'  Plenk  called 
it  "  Ecchymoma  capitis  recens  nalorum  cariosum."  Feiler 
used  the  term  "  Ecchymoma  capitis.^'  Osiander  "  Ecchy- 
moskr  The  term  *'  Thrombus  Neonatorum"  is  found  in 
Goelis,  while  Froriep  simply  says  "Blutbeule." 

"  Scheitelbeingeschwulst"  is  another  German  title,  and 
"  Hsematosteon,"  and  ' oarecj/iaroj/m  have  been  applied  by  Cal- 
lisen  and  Rautenbcrg. 

Burchard  reminds  us  of  a  curious  bit  of  history,  long  since 
forgotten,  when  he  tells  us  that  Osiander,  senior,  mistook  the 
true  nature  of  the  disease,  taking  the  tumors  for  extraordi- 
nary fontanelles — "AusserordentUche  Fontandlen  der  Schei- 
ielknochen,"  which  were  thereafter  briefly  called  '' Osiander' s 
Fontanelles." 

Paletta  expressed  his  views  of  the  disease  when  he  called  it 
"Abscessus  capitis  sanguineus  recens  natorum" 

"  Craniohsematoncus"  and  "  Cranisematoncus"  are  awkward 
compounds  from  Kpaviov,  alfia,  oyKOQ,  — skull,  blood,  tumor,  and 
are  rightly  obsolete  terms. 

Hoere  wishing  to  be  more  exact  than  cephalsematoma  called 
it  "  Oranicetnatoma"  inasmuch  as  it  does  not  appear  indiffe- 
rently on  all  parts  of  the  head,  but  only  on  the  cranial  vault. 

Busch  calls  it  "Pericranisematoma,"  and  Bruns  also  with 
greater  exactitude,  bearing  in  mind  the  cases  of  internal 
hemorrhage  from  which  he  wishes  to  distinguish  it,  applies 
the  name  "  Epicrauisematoma."  or  "  Epicranial  hsematoma." 

Valleix  noted  many  cases  of  hemorrhage  superficial  to  the 
pericranium  or  subaponeurotic,  and  distinguished  this  form 
by  the  name  "  Ceplialeematome  sous  pericranien." 

We  thus  see  in  this  brief  review,  that  the  name  has  been 
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used  to  teach  both  pathology  and  clinical  characters,  and 
musters  before  us  as  well  a  long- forgotten  history,  telling  of 
the  struggles  of  our  predecessors  in  their  attempts  at  analysis 
and  classification  of  the  affection. 

6.  Sex. 

There  is  a  marked  predisposition  to  the  formation  of  cephal- 
aematoma  on  the  part  of  the  male  sex.  Thus  Burchard  has 
noted  a  proportion  of  377  males  affected  to  100  females,  and 
Seux,  while  estimating  the  difference  as  far  less,  still  notes 
the  marked  disproportion  of  142  males  to  100  females.  This 
is  not,  as  we  shall  see,  without  its  etiological  significance. 

c.  Site.     d.  Number. 

Naegele  has  spoken  of  a  number  of  tumors  on  one  child' 
head,  and  Zeller,  in  his  second  observation,  cites  a  case  of 
double  cephalsematoma,  one  on  each  parietal  bone,  the  size  of 
a  hen's  egg  cut  in  half. 

Depaul  (Journal  des  Sages- Femmes,  August,  1877),  in  a 
clinical  lecture,  stated  that  he  had  seen  as  many  as  three 
tumors  on  one  child. 

Ruge  {Berliner  klin.  Wochenschriji,  No.  5,  1876)  mentioned 
a  case  of  a  woman  dying  inter-partura,  in  whom  a  fully- 
developed  child  was  found  in  breech  presentation,  with  a 
cephalsematoma  on  each  side. 

Garceau  (Boston  Med.  and  Surg.  Journ.,  July,  1872,  p.  47) 
reports  a  case  of  cephalaematoma  over  each  parietal  bone. 

Valleix  emphasizes  the  facts  that  it  is  oftenest  found  on 
the  posterior-superior  angle  of  the  right  parietal  bone.  In 
five  cases  he  found  two  on  the  right,  two  on  the  left  parietal, 
and  one  on  each  parietal. 

Yalleix  further  says  that  when  the  cephalsematoma  crosses 
a  suture  it  is  not  subpericranial  but  subaponeurotic. 

Dr.  V.  Bruns  (1854),  in  one  hundred  cases  of  cephalse- 
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matoma,  found  the  tumor  over  sixty  times  on  the  right,  over 
thirty  times  on  the  left  parietal,  two  to  three  on  the  occipital 
bone,  and  one  to  two  times  on  the  frontal  and  temporal  bones. 

Doepp,  in  two  hundred  and  sixty-two  cephalsematomas, 
found  one  case  on  the  left  temporal  bone,  and  two  on  the 
occipital, 

Mildner  noted  out  of  ninety-six  cases  four  on  both  parietals; 
two  cases  were  occipital,  one  frontal  aud  one  temporal. 

Depaul  remarks  that  cephalhematoma  rarely  crosses  a  sutlire 
or  intrenches  on  a  parietal  boss. 

Dr.  Firor  {Amer.  PracL,  vol.  i.,  1880,  p.  214)  cited  a  case 
in  his  practice  in  which  the  tumor  was  formed  upon  the 
occipital  bone. 

e.   The  mother. 

The  majority  of  all  cases  occur  in  primiparae.  Burchard 
notes  twenty-nine  primiparae  as  against  eight  pluriparse. 

/.  Pulsation. 

There  is  a  curious  want  of  accord  on  this  head.  Pulsation 
is  undoubtedly  a  rare  sign  in  cephalajmatoma,  and  its  absence 
has  been  taken  as  a  most  important  diagnostic  diiference 
between  this  disease  and  hernia  cerebri ;  but  there  are  not 
wanting  writers  who  declare  they  have  observed  its  presence 
here  also,  while  others  deny  its  existence  in  uncomplicated 
cases,  asserting  that  when  present  it  must  indicate  fracture  of 
the  bone,  aud  probable  communication  with  an  intracranial 
meningeal  cephala?matoma. 

Burchard  noted  pulsation  in  two  tumors,  and  confirmed 
his  observation  by  many  witnesses.  Internal  cephalsematoma 
w^as  found  on  death. 

Hoere  says  as  the  tumor  swells  and  becomes  more  tense,  a 
pulsation  felt  at  first  disap])ears,  and  when  the  elasticity  goes 
down  it  becomes  more  doughy. 
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Naegele  also  noted  the  presence  of  pnlsatiou. 

By  common  consent  it  is  one  of  the  rarest  signs,  and  its 
presence  must,  in  the  present  state  of  our  knowledge,  render 
the  prognosis  grave,  putting  the  doctor  on  his  guard  against 
intracranial  complications. 

g.  Size. 

The  cephalaematoma  is  usually  small  at  the  start,  seated 
above  the  boss  of  the  right  parietal  bone.  It  grows  visibly 
for  several  days,  extending  in  area  as  well  as  becoming  more 
prominent.  It  may  thus  finally  cover  the  whole  parietal 
bone,  boss  included.  The  loss  of  blood  thus  taken  out  of  the 
circulation  by  this  internal  hemorrhage  is  evidently  consider- 
able and  sometimes  serious  in  its  consequences. 

Paletta  (1820)  had  an  idea  that  the  tumor  grew  until  it  was 
opened.  This,  however,  is  never  borne  out  by  the  fact,  as  the 
growth  commonly  ceases  in  from  four  days  to  a  week. 

h.  Fluctuation. 

This  sign  varies  with  the  stage  of  the  growth ;  it  is,  as 
Valleix  says,  usually  very  distinct,  but  sometimes  obscure. 
The  extreme  tenseness  of  the  tumor,  or  a  little  oedema  of  the 
overlying  skin,  as  well  as  the  unusual  complication  of  coagu- 
lated instead  of  fluid  contents,  may  all  interfere  with  the 
fluctuation. 

Hoere  (1826)  says  if  one  opens  the  tumor  in  the  period  of 
increase  the  blood  is  bright  red ;  later,  as  the  elasticity  begins 
to  diminish  and  a  doughy  feeling  is  present,  one  finds  black 
blood,  often  coagulated. 

Dr.  Tanner  (Diseases  of  Infancy  and  Childhood,  edited  by 
Meadows,  London,  1870,  p.  377)  is  clearly  wrong  when  he 
states  that  "  it  generally  pits  on  pressure." 

After  the  little  bony  plates  form  on  the  under  side  of  the 
periosteum,  and  the  blood  has  been  almost  completely  absorbed, 
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a  peculiar,  parchment-crackling  sensation  is  conveyed  on  pal- 
pation and  the  fluid  is  felt  to  shoot  from  under  the  finger. 

Gayeon  thus  describes  the  process  of  ossification  in  the 
pericranium  :  "  Dix  jours  plus  tard  je  sentis  de  petites  pointes 
osseuses  qui  toutes  portaient  de  la  circonference,  et  con- 
vergeaient  vers  un  centre  commuu,  passant  sous  la  peau  et 
audessus  de  la  tumeur,  dont  la  saillie  etait  k  peine  sensible. 
Bientot  les  pointes  osseuses  s'etaient  multipliees  k  I'infini,  et 
plusieurs  d'entre  elles  se  touchaient  par  leurs  extremites." 

I.   Color. 

Levret  (1772)  said  the  color  of  the  skin  covering  the  tumor 
was  unchanged,  and  although  this  is  uncpiestionably  the  rule, 
and,  therefore,  one  of  the  most  important  diagnostic  marks, 
it  is  not  without  its  notable  exceptions. 

Naegele  saw  cases  in  which  the  skiu  was  altered  in  color, 
and  Valleix,  a  most  conscientious,  careful  observer,  saw  a  case 
where,  before  the  tumor  had  swelled  and  become  tense,  the 
skin  was  lightly  oedematous  and  of  a  deep  red  color. 

j.  Sensitiveness. 

The  tumor  has  also  in  a  few  rare  instances  been  found 
sensitive  to  pressure. 

k.   The  Bony  Rinr/. 

The  small,  elevated  ring  of  bone  which  everywhere  limits 
the  cephalsematoraa  at  its  outer  margin  is  one  of  the  most 
characteristic  features  of  the  disease,  one  which  has  given 
rise  to  most  active  discussions  and  often  erroneous  views. 
The  first  impression  conveyed  on  feeling  this  ring,  that  it 
forms  the  limit  of  a  perforation  in  the  bone,  is  the  view 
most  widely  adopted  in  the  last  century.  The  correction  of 
this  gross  error  did  not  at  once  give  place  to  a  right  view 
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as  to  its  nature,  for  Puletta  aud  Michaelis  imagined  that,  if 
there  was  no  actual  perforation,  at  least  the  outer  table  of 
the  bone  was  wanting,  aud  the  disease  was  a  caries  of  the  boue. 
This  notion  also  involves  the  idea  that  the  ring  exists  from 
the  very  first  appearance  of  the  tumor.  This  Michaelis  actu- 
ally states. 

When  it  was  found  that  the  bone  was  not  carious,  writers 
difleretl  still  more  widely  in  their  ideas  of  the  nature  of  the 
ring.  An  important  point  in  the  investigation  was  then 
manifestly  to  decide  just  when  the  ring  first  made  its  appear- 
ance. 

Zeller  says :  "  We  do  not  believe  that  the  prominent  margin 
is  first  felt  after  the  tumor  has  for  some  time  been  in  exist- 
ence." ^ 

Fortin  observed  a  case  in  which  no  bony  ring  could  be 
found  at  first ;  in  two  days,  however,  it  was  very  evident. 

Valleix  says :  "In  two  cases  I  have  not  found  the  ring. 
In  the  one  the  disease  was  at  its  very  commencement.  In 
the  other  it  had  not  acquired  its  development.  The  first  case 
died  before  it  vould  be  formed."  In  a  })ost-mortem  (p.  521) 
Valleix  found  that  this  ring  was  an  elevated  line  in  close 
union  with  the  pericranium,  and  made  up  of  little  osseous 
granulations.  He  concluded  that  the  ring  was,  therefore,  of 
the  same  nature  as  the  osteophytes  of  Lobstein,  seen  on  peri- 
osteum elevated  by  purulent  foci,  in  newborn  children. 

Virchow  set  the  question  at  rest  by  referring  it  to  the 
physiological  })ro{)erty  of  the  periosteum,  first  demonstrated 
by  him,  of  forming  bone  by  a  proliferation  of  its  inner  layers. 

When,  therefore,  the  periosteum  is  separated  from  the  bone 
by  a  layer  of  blood,  it  none  the  less  continues  to  make  bone. 
At  the  margin  where  it  is  attached,  the  new  layers  of  bone 
and  the  old  are  in  direct  contact,  and  thus  arises  the  ring, 
while  a  continuation  of  the  ossification  fi)rms  the  bony  shell 
of  the  tumor. 

'  "  Non   quideni   in   ea  sumus    opinione,   ilium    margineni    imprimis  tum 
sentire  posse,  cum  tumor  diutius  duraverit." 
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/.   Time  of  Appearance. 


The  time  at  which  the  tumor  makes  its  appearance  is  a 
matter  of  much  interest,  and  has  provoked  not  a  little  discus- 
sion. It  is  evidently  of  value  in  establishing  the  etiology  of 
the  disease— whether  due  to  disease  of  the  bone,  a  tendency  to 
hemorrhage,  or  some  other  diathetic  condition,  or  to  a  trauma 
during  birth,  such  as  pressure  by  the  maternal  parts,  forceps 
injuries,  or  even  injuries  after  birth.  Observations  have 
differed  widely  on  this  head,  and  some  curious  phenomena 
have  been  observed  which  we  are  hardly  able  to  explain,  such 
as  the  existence  of  a  cephalsematoma  upon  the  immature  foetus, 
as  well  as  the  presence  of  such  a  tumor  upon  children  several 
years  old  or  even  on  adults. 

Tiramermann  says  that  cephalaimatoma  is  either  noticed  at 
once  after  birth,  or  after  a  few  days,  and  it  then,  according  to 
Yalleix.  takes  but  little  time  to  develop  fully— from  a  few 
hours  to  one  or  two  days ;  the  latter  cites  a  case  where  the 
swelling  at  the  first  observation  was  very  small,  within  a  few 
hours  it  had  manifestly  enlarged,  and  on  the  following  day  it 
was  one  and  a  half  inches  in  diameter,  and  a  day  later  occu- 
pied the  whole  of  the  parietal  bone. 

Osiander  first  noted  that  they  were  sometimes  discovered 
before  birth. 

Dr.  Cleveland  (1881)  reported  a  case  in  which  he  found 
the  woman  in  labor  and  the  os  dilated  to  the  size  of  a  silver 
dollar,  and  through  it  projected  a  firm  tumor.  The  child  was 
stillborn,  weighing  about  twelve  pounds.  The  tumor  was  a 
cephalsematoma. 

Burchard,  in  an  analysis  of  53  cases,  says  that  cephalsema- 
toma  was  found  in  2  before  labor  was  over ;  in  24  cases  a 
little  after  the  labor;  in  15  cases  on  the  third  day;  in  1  case 
each  on  the  fourth,  fifth,  sixth,  seventh,  tenth,  and  eleventh 
days.     No  statement  is  made  as  to  the  others. 

Bouchut  cites  a  case  observed  before  birth,  which  had  no 
bony  ring  at  first. 
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Fortiu  also  observed  a  case  before  birth,  tlie  size  ot"  a 
pigeon's  egg,  also  without  a  bony  ring,  which  developed  in 
two  days. 

Valleix,  who  has  made  the  most  careful  exhaustive  analysis 
of  the  whole  subject  up  to  his  day  (1838),  states,  in  spite  of 
these  and  other  recorded  cases,  that  there  is  no  well-authen- 
ticated instance  of  cephalhematoma  observed  before  birth. 

Osserburg  found  a  cephahematoma  on  the  right  ))arietal  of 
a  five  and  a  half  months'  foetus  {Schmidt's  Jahrb.,  xx.). 

Albert  also  found  cephalaematoma  several  times  in  abortion 
cases  {Schmidfa  Jahrb.,  1846,  xxii.). 

Schmidt  found  two  children  affected  in  utero. 

Semmelweiss  saw  one  in  a  case  of  Cesarean  section  (Hof- 
mokl,  Arch.f.  Kinderhellkunde,  i.  H.  9). 

Hueter  found  one  on  a  footling  which  died  immediately 
after  birth. 

In  1840  Trefurt  quoted  Pigne,  who  states  that  the  tumor 
arises  during  pregnancy,  and  in  his  own  observations  dis- 
covered a  tumor  upon  the  head  of  a  child  still  in  the  middle 
of  the  pelvis.  It  was  about  the  size  of  a  hen's  egg,  soft, 
fluctuating,  and  bag-like.  He  applied  the  forceps  and  de- 
livered an  asphyxiated  child.  The  lax  tumor  gradually 
became  more  tense  as  the  child  recovered,  and  in  the  course  of 
several  hours  it  felt  like  an  ordinary  cephahematoma  with  the 
exception  of  the  bony  ring.  The  tumor  was  opened,  and 
dark  blood  escaped. 

We  have  thus  been  accu.stomed  to  consider  cephahematoma 
as  peculiarly  a  disease  of  the  earliest  post-natal  period,  either 
linking  itself  directly,  or  by  a  brief  interval,  with  the  birth. 
Well-authenticated  instances  are,  however,  recorded  in  which 
older  children  were  aifected.  First  of  all  is  that  of  J.  L. 
Vogel  [Chirurgische  Wahrnehmungen  Litebeck,  1780,  Part  II., 
p.  45)  "  Von  einer  Starken  Ergiessung  des  Bluts  uuter  der 
Beinhaut  des  Hirnschaedels,"  who  relates  a  case  where  a  big 
boy  climbed  up  on  a  bench  and  grasped  a  nine-year-old  boy  by 
the  hair  and,  for  a  jcjke,  tried  to  lift  him  up.      He  succeeded 
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in  holding  the  boy  for  a  few  seconds,  and  then  tried  it  again. 
The  little  fellow  hid  his  pain  for  fear  of  his  companions,  and 
nothing  was  known  until  a  tumor  was  discovered  on  his  head 
eight  days  later.  It  was  a  cold,  soft  tumor,  three  inches  high, 
occupying  the  whole  left  side  of  the  head.  Vogel  opened  it 
with  a  lancet  in  two  places  over  the  parietal  bone,  emptying  it 
of  two  coffee-cupfuls  of  thin  fluid.  He  thought  at  first  it  was 
under  the  galea  apo neurotica,  and  that  the  periosteum  was 
uninjured,  but  the  sound  showed  that  it  was  between  the 
periosteum  and  the  bone.  On  the  following  day  he  noticed  a 
tumor  on  the  left  side  of  the  forehead,  which  increased  and 
was  opened,  and  on  the  fourth  day  a  tumor  on  the  right  side 
of  the  forehead.  He  says  that  in  spite  of  the  fact  that  the 
bone  was  exposed  and  the  wound  secreted  pus  for  ten  days, 
the  periosteum  grew  over  the  bone  and  the  wound  soon 
healed. 

Hoere  observed  a  case  appearing  four  weeks  after  birth. 
Dr.  Mallock,  of  Hamilton,  Canada,  showed  the  writer  a 
patient  who  had  developed  the  disease  at  one  year  of  age. 

Hennig  reported  a  case  two  years  old. 

Dr.  Bierbaum  reported  a  case  in  the  Journ.f.  Kinderk., 
vol.  XXXV.,  1860,  in  which  a  cephalsematoma  ajBfected  the  eight 
and  a  half  year  old  sou  of  a  midwife,  a  somewhat  under- 
developed boy,  who  had  for  eight  days  had  a  tumor,  the  size 
of  a  hen's  egg,  at  the  anterior  lower  part  of  the  parietal  bone, 
circumscribed,  painless,  immobile,  elastic,  and  fluctuating. 
The  skin  retained  its  natural  color.  Around  its  margin  was 
the  prominent  bony  ridge.  No  explanation  of  the  origin  of 
the  tumor  could  be  given.  The  tumor  grew,  extending  iiori- 
zoutally  backward.  On  incising  it,  a  quantity  of  black  fluid 
blood  ran  out,  when  the  bony  borders  could  be  more  distinctly 
felt.  The  child  recovered  perfectly,  no  trace  of  the  tumor 
being  left  behind.  Schmidt's  Jahrb.  (vol.  cc.  p.  151)  ab- 
stracts the  following  from  Prof  Go.sselin's  paper  (JLrc/i.  G-Sn., 
Nov.  1882).  A  patient,  a  youth,  seventeen  years  of  age, 
had  a  .soft  tumor  the  size  of  a  walnut,  on  the  right  parietal 
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bone;  it  lliictuated  aud  was  siiriouuded  by  a  raised  border. 
It  was  painless.  Prof,  Gosselin  treated  this  by  compression 
for  two  months,  and  the  swelling  diminished,  when  it  was 
found  that  there  was  perforation  of  the  parietal  bone.  The 
blood  did  not  reaocumulate  and  the  perforated  place  became 
filled  with  a  dense  tissue.  Another  case  was  reported  in  a  boy 
eight  years  old.  Prof.  Gosselin  thought  these  cases  were  due 
to  a  rarefying  osteitis.  He  refers  to  a  case  by  Dupont  in 
1858,  where  there  was  a  hsematoma  which  communicated 
with  a  sinus  dura  mater.  He  also  referred  to  a  case  of 
Larrey's  in  18G6,  of  a  man  thirty-six  years  of  age,  with  a  sym- 
metrical perforation  of  both  parietal  bones,  a  consequence  of 
a  rarefying  osteitis. 

m.  Frequency. 

It  is  a  point  of  interest  to  every  practical  accoucheur  to 
know  with  what  average  frequency  he  is  apt  to  meet  with 
this  disease.  Observation  will  show  that  he  will  be  prone  to 
consider  the  affection  common  or  rare  according  as  a  larger 
or  smaller  number  of  obstetric  cases  are  passing  under  his 
eye. 

\ye  will  hardly  under  any  circumstances  agree  with 
Clement  Godson  (1884),  who  says :  ''  This  disease  is  of  very 
rare  occurrence." 

Hoere  thought  it  occurred  as  often  as  1  in  100  labors. 

Burchard  in  1837  also  was  not  iiir  from  this  estimate,  for 
he  saw  on  an  average,  1  case  in  108  labors. 

Trefurt  states,  in  1840,  that  he  had  seen  11  cases  in  ten 
years  in  private  practice,  and  12  or  14  more  in  surgical  clinics. 
He  quotes  the  Berlin  Institute  under  Busch's  direction  as 
recording  7  cases  out  of  2077  births,  and  Valleix  as  noting 
4  cases  in  1937  children.  Brunsin  1854  quotes  Doepp,  who 
found  262  cases  in  50,000  births  in  11  years  at  the  St. 
Petersburg  Asylum,  that  is  1  in  190. 

Mildner  in  Prag  found  96  cases  in  21,045  foundlings  or  1 
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in  219.  Seiix  in  1863,  estimates  by  combining  his  own  and 
Valleix's  and  Bnrchard's  cases,  that  the  proportion  is  1  case 
of  cephalsematoma  to  150  children. 

Hennig  in  1877  says  ont  of  a  total  of  53,506  newborn 
children  230  cases  of  cephaleematoma  occurred,  or  0.43  per 
cent. 

Hennig  further  says  :  "  To  a  thousand  sick  children  I  reckon 
one  blood-tumor." 

Ruuge  in  1887  quotes  Hofmokl  (1880),  who  found  in  the 
reportsof  the  Vienese  Foundling  Asylum  371  cephalsematoma 
in  59,885  cases,  or  0.6  per  cent. 

Such  are  a  few  of  the  most  important  statistical  estimates 
which  have  been  made,  and  I  do  not  think  that  any  combina- 
tion of  the  above  statistics  will  give  a  result  for  practical 
purposes  more  exact  than  these  varying  figures.  It  is  evi- 
dent that  the  classes  of  cases  considered,  as  well  as  local 
influences,  have  much  to  do  with  a  frequency  varying  from 
1  in  100  to  1  in  200  or  more  births. 

n.  Paihology. 

It  would  take  a  long  article  to  describe  all  the  changing 
and  peculiar  views  as  to  pathology  which  have  been  largely 
dwelt  upon  in  the  history  of  this  aifoction.  As  Bruns  says : 
*'  These  bloody  tumors  are  the  most  speaking  examples  of  the 
manner  in  which  the  greatest  errors  and  contradictions  have 
found  their  way  into  science  from  inexact  observations,  not 
associated  witii  a  sufficient  knowledge  or  anatomico-pathologi- 
cal observations." 

Paletta  represented  the  views  of  most  writers  of  his  time 
(early  in  this  century)  when  he  wrote :  "  Evidens  est  ex  iis, 
quae  in  crania  perspeximus,  in  hujusmodi  malo  exterioris 
tabulae  cranii  partem  aliquam  deficere ;  item  sanguinem,  qui 
ex  vasis  deploes  effunditur,  sese  colligere  inter  pericranium 
et  tabulam  interiorem  [nam  exterioris  portio  desideratur] 
abscessumque,  de  quo  diximus,  gignere.     Hujusmodi  naturae. 
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nisi  pliiriimini  fallor,  videtiir  fiiisse  capitis  tumor,  quern  dra- 
niiis  (lescribit,  atqiie  herniani  liiisse  cerebri  probare  nititnr." 

Many  observers  soon  showed  that  destruction  of  the  bone 
if  it  occurred  at  all,  was  rare,  and  that  the  rule  was  that  the 
bone  was  sound  and  unchanged,  and  the  essence  ol  the  disease 
lay  in  a  simple  separation  of  the  pericranium  from  the  cra- 
nial bone  by  an  effusion  of  blood  from  ruptured  vessels. 
Valleix  laid  stress  on  a  thin  gelatinous  friable  layer,  which 
he  found  lining  many  tumors. 

0.  Etiology. 

The  cause  of  cephalaematoma  is  still  a  mooted  subject. 
The  most  natural  supposition  is  that  it  arises  from  trauma 
during  the  act  of  birth,  but  the  cases  manifestly  subjected 
to  the  most  trauma  are  plainly,  from  the  experience  of  every- 
one, not  the  ones  most  prone  to  the  affection.  The  next  most 
natural  supposition  is  that  there  must  be  a  predisposition, 
with  the  common  trauma  oven  of  an  easy  birth,  as  the  effi- 
cient cause.  Another  observer  looks  upon  a  disposition  to 
hemorrhage  as  the  acting  cause.  While  there  is  probably 
truth  in  each  of  these  views,  they  are  still  but  general  state- 
ments, barren  until  supported  by  carefully-noted  facts. 

The  idea  of  a  trauma  would  seem  to  be  borne  out  by  such  a 
case  as  this.  Nelaton  says  a  Malayal  boy  was  struck  on  the 
head  with  a  stick,  and  a  tumor  formed  as  big  as  a  chicken's 
egg.  On  opening  it  ho  found  blood  partly  coagulated  between 
the  periosteum  and  tho  cranium.  A  child  five  years  of  age 
fell  on  its  head  raising  a  tumor  as  big  as  an  egg  on  the  right 
parietal  beneath  the  pericraniuui. 

Naegelo  stated  that  cephaljomatoma  arose  after  easy  labors, 
and  never  after  difficult  or  forceps  labors  :  while  the  first 
assertion  is  not  time,  the  last  is  false. 

liurchard  found  37  cases  whore  the  labor  was  described  as 
Eutokia,  and  8  following  Dystokia. 

Miller  {System  of  Surgery,  vol.  i.  p.  592,  Edinburgh,  1864), 
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incorrectly  says,  cephalrematomata  "  form    especially  if  the 
labors  have  been  tedious,  or  the  pains  very  violent." 

Osiander  (1787)  says  it  occurs  as  well  after  natural  as  after 
aided  labor,  and  thought  it  arose  from  rupture  of  an  artery, 
a  vasGulum  emissariiim  ;  arising  from  the  pressure  all  around 
the  head  with  a  free  area  in  the  middle. 

Hueter  thought  that  a  relaxed  constitution  lay  at  the  bot- 
tom of  it,  and  that  it  appeared  mostly  in  flabby  children 
without  tone. 

Dr.  Ed.  Martin  says  it  comes  after  easy  births. 
Fere,  on  the  other  hand,  went  so  far  as  to  say  there  was 
always  a  fissure  of  the  cranial  bones. 

Hennoch's  idea  was  that  cephalaematoma  owed  its  origin  to 
pressure  on  the  skull  in  passing  through  the  pelvis ;  a  deeper, 
severer  pressure  than  that  producing  caput  succedaneum,  sepa- 
rating the  pericranium  from  the  bone. 

Becker's  idea  was  similar,  for  he  says  he  thinks  it  is  due  to 
presure  of  the  head  by  the  pains  against  a  pelvic  bone 
[Audraug  des  Kopfs  durch  die  Weheu  gegen  einen  Becken- 
knochen],  and  the  bony  ring  is  due  to  a  bowing-in  of  the 
bone  and  elevation  of  the  pericranium  by  extravasation. 

Spiegelberg  considered  an  interference  with  tlic  circulation 
in  threatening  asphyxia  the  active  factor,  and  reports  cases  of 
cephalajmatomata  in  as])hyxiated  children.  He  found  evidence 
of  the  correctness  of  this  interpretation  in  subpleural,  sub- 
pericardial,  and  epicardial  punctiform  ecchymoses  also  found. 
Schroeder,  with  shrewd  insight,  in  search  of  an  explanation, 
went  back  to  the  little  subperiosteal  ecchymosis  found  in 
almost  all  newborn  children.  A  tumor  of  size  is  formed, 
according  to  his  view,  when  au  unusually  large  vessel  is  torn, 
or  when  the  epicranium  is  but  loosely  attached  to  the  bone. 

Dr.  F.  Pauli,  per  contra  {Casper's  Wochemchrift,  Berlin, 
1841,  No.  39,  pp.  633-645),  says  (p.  640)  that  the  bright-red 
blood  which  one  finds  soon  after  the  formation  of  the  tumor 
shows  that  it  does  not  come  from  varicosity  or  the  tearing  of 
the  veins. 
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Pajot  says  a  pathological  alteration  seems  to  preexist  in 
the  bone,  and  labor  acts  only  as  a,  determining  cause. 

Valleix  laid  the  foundation  of  a  clearer  understanding  of  the 
immediate,  if  not  of  the  remote  causes,  when  he  demonstrated 
the  loose  attachment  of  the  pericranium  in  the  newborn,  every- 
where except  at  the  bosses  and  the  sutures,  showing  too  that 
the  outer  table  was  not  yet  formed  in  the  bone  surrounding  the 
boss.  He  also  discovered,  in  his  researches  on  the  develop- 
ment of  the  cranium,  that  there  was  in  almost  all  infants  an 
ecchymosis  between  this  membrane  and  the  bone  after  labor 
{v.  Societe  Anatomique,  deuxieme  bulletin,  3d  series,  Oct. 
1835).  Twenty-eight  subjects,  from  five  to  forty  days  old, 
formed  the  basis  of  his  examination.  Seventeen  presented 
the  ecchymosis ;  of  these  eleven  had  the  largest  part  of  the 
spot  on  the  right  parietal,  in  two  the  ecchymosis  was  equally 
distributed  on  both  parietals,  in  two  others  it  was  most  exten- 
sive on  the  left,  and  in  two  it  was  too  ill  defined  to  fix  its 
limits.  Its  greatest  length  was  three  and  a  half  inches  and 
the  greatest  breadth  two  and  two-thirds  inches.  The  sagittal 
suture  was  free  from  ecchymosis. 

In  three  of  these  seventeen  cases  the  subpericrauial  tissue 
was  so  engorged  with  blood  that  it  could  be  expressed  on 
pressure;  and  in  two  the  subpericranial  tissue  was  no  longer 
recognizable,  being  ruptured  and  replaced  by  a  layer  of  liquid 
blood,  the  veritable  beginning  of  a  cephala?matoma. 

Bouchacourt  (Diction.  EncyclopSdique,  etc.,  Paris,  1873, 
No.  14)  verifies  A^alleix's  statement  as  to  the  frequency  of  this 
sanguineous  infiltration  after  labor,  and  adopts  his  conclusions 
in  stating  that  there  are  two  factors  in  the  production  of 
ccphaliTcmatoma — labor  and  the  anatomy  of  the  pericranium. 

Dr.  K(l.  Martin  took  a  similar  view,  connecting  this  disease 
with  small  flat  exudates  between  the  pericranium  and  the  cra- 
nium so  often  found  in  the  corpses  of  newborn  children.  It 
arises  from  ruptured  vessels  in  conse<juence  of  displacement 
or  pressure  in  the  passage  of  the  head  through  the  pelvic 
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canal  To  support  this  explanation  he  cited  a  case  of  fracture 
of  the  bone  with  both  external  and  interual  cephaliematoraa. 

Virchow  (1863)  states  that  tlie  "  ceplial<Tcmatoma  arises  by 
the  separation  of  the  pericranium  from  the  cranium,  by  the 
rupture  of  the  vessels  which  pass  from  the  pericranium  to  the 
young  bone  in  great  numbers." 

''  The  separation  occurs  during  the  act  of  birth  itself  by 
the  pressure  of  the  maternal  parts  on  the  child's  head." 

In  considering  the  etiology  we  must  further  bear  in  mind 
the  fact  that  cephalsematoma  has  been  observed  in  children 
born  by  the  breech,  by  Naegele  and  Zeller,  and  repeatedly 
since  their  day. 

Hoere  gives  a  case  occurring  in  1824,  in  which  a  primipara 
gave  birth  to  a  weakly  child  in  the  first  sacral  position,  and 
on  the  same  day  the  midwife  found  the  tumor  on  the  head. 

Huge  (Ges.  f.  Gyn.,  Berlin,  June  ,15,  1875)  cites  a  case 
where  a  child  was  found  in  breech  presentation,  in  a  woman 
who  had  died  in  labor,  with  double  cephalajmatoraa. 

Although  many  authorities  have  been  inclined  to  deny  the 
influence  of  trauma,  too  many  cases  of  cephalaematoraa  have 
followed  the  application  of  the  forceps  for  this  factor  to  be 
omitted  as  accidental  in  discussing  the  etiology  of  the  affection. 

Hoere  saw  three  cases  following  the  ap{)lication  of  the  for- 
ceps, but  in  only  one  did  there  seem  to  be  any  causal  relation ; 
here  a  feeble  child  was  delivered  by  strong  tractions.  The 
next  day  a  large  blood-tumor  was  observed  in  the  occipital 
region  where  the  blade  of  the  forceps  had  lain. 

In  another  case  in  which  Siebold  delivered  a  lady  with  the 
forceps  a  cephalsematoma  developed  on  each  parietal  bone, 
each  one  of  the  size  of  half  a  hen's  egg. 

Merrem  delivered  a  woman  after  violent  tractions  with  the 
forceps,  and  the  child  had  both  a  cephalaematoma  and  a  bloody 
tumor  over  the  left  eye,  and  died  in  two  days  of  convulsions. 
The  tumor  over  the  eye  contained  about  a  half  ounce  of  fluid 
blood,  and  communicated  with  a  fracture  in  the  frontal  bone. 
On  the  brain  there  was  about  an  ounce  of  blood. 

Gyn  Soc  16 


242  CKI'IIAL.EMATOMA    VERUM  EXTERNVM. 

Trofurt  observed  three  cases  of  cephaliemutoma  in  his  prac- 
tice after  forceps  delivery. 

jMy  own  case  {Medical  Neivs,  Sept.  G,  1890)  was  in  a  pri mi- 
para,  forty-one  years  of  age  (L,  O.  A.).  The  forceps  were 
applied  to  assist  an  impacted  head,  which  was  thus  delivered 
in  an  hour.  The  tumor  appeared  on  the  second  day  on  the 
right  parietal  bone  above  the  boss,  within  the  grasp  of  the 
forceps-blade. 


2).  Diagnosis. 

The  diagnosis  of  ccphalaimatoma  is  interesting  more  on 
account  of  the  diseases  with  which  it  has  been  confounded  in 
the  past  than  because  of  any  special  liability  at  this  day  to 
confuse  a  disease  so  easily  recognized  and  possessing  such 
marked  specific  characters,  with  any  other  aflcction. 

The  earliest  writers,  Aetius,  Mauriceau,  and  Stalpart  van 
der  Wiol,  in  the  century  before  the  last,  looked  upon  cei)hal- 
aematoma  as  a  form  of  caput  succedaneum  which  did  not  go 
down,  and  which  sometimes  contained  blood  and  sometimes 
also  suppurated. 

Le  Dran  early  in  the  last  century  unintentionally  led  many 
who  followed  him  (Trew,  Detharding,  R.  B.,  in  Gentleman^s 
Magazine^  1754,  and  others)  widely  astray  when  he  based  his 
diagnosis  of  hernia  cerebri  on  the  bony  ring,  concluding  that 
the  bone  within  was  deficient. 

The  classification  of  the  disease  among  the  hydrocephali 
(v.  Van  Swieten  and  Storch)  was  not  so  great  a  source  of 
confusion  as  it  would  appear  to-day,  for  the  difierent  species 
of  hydrocephalus  were  carefully  defined  under  the  two  broad 
headings — internal  and  external  hydrocephalus,  and  it  was 
recognized  that  tlie  one  name  coven;d  afTections  generically 
difierent. 

Zellcr  wrote:  "Timior  capitis  sanguinolentus  ab  ordinario 
tumore  [capite  succedanco].     .     His  signis  distinguitur. 


HOWARD  A.  KELLY.  243 

"Tumor  succedaneus  non  tarn  distincte  circumscriptus, 
tactu  mollis  est,  et  digitis  pressus  subsidet  in  fossulas,  atque 
12-48  horis  praeterlapsis  evanescit."  "  lUe  rcperitur  in  ea 
capitis  parte,  quse,  antequam  caput  per  pelvim  truditur." 

"111.  Naegele  vola  manus  admota  aliquam  pulsationem 
probe  sentiebat.  Cfeterum  tumor  sanguineus  pressus  nee 
evanescit  nee  minuitur.  Pressio  nee  soporem,  nee  paralysin, 
nee  convulsiones,  etc," 

"  Ceplialffiraatoma  baud  difficile  a  tumore  distingnitur,  qui 
teleangiektasia  sen  aneurysma  per  anastomosin  vocatur.  Hi 
tumores  aut  rubicundi  aut  carulei,  tactu  in  spongiae  moduni 
molles,  compressi  saepius  rainuuntur." 

"  Quibus  signis  cephalsematoma  a  sanguinis  effusionibus, 
capitis  recens  natorum  coutusione  creatis,  diiFerat,  in  univer- 
sum  facile  dignoscitur.  Contusionibus — Eccliymoses  in- 
signes  nasci  posse,  notum  est  sanguis  effusus  nunc  in  tela 
cellulosa  mera  sub  cute  colligitur,  nunc  sub  galea  aponeurotica 
imo  pericranium  inter  et  calvariara  accumulatur;  cutis  intu- 
mescit,  dolet,  rubens  primo,  deinde  caerulea  et  livida  aut 
nigricans  conspicitur." 

With  recent  history  clearly  in  mind,  Becker  (1828)  said 
that  cephalsematoma  was  to  be  distinguished  from  hernia 
cerebri  by  the  fact  that  in  the  latter  there  is  a  hole  in  the  bone 
through  which  the  tumor  is  partly  reducible  by  pressure,  and 
a  hernia  increases  when  the  child  cries  and  struggles;  it  is 
more  movable,  does  not  fluctuate,  and  does  pulsate.  On 
increasing  pressure  the  child  exhibits  marked  nervous  symp- 
toms. The  hernia  is  seen  immediately  after  birth.  The 
cephalsematoma  exhibits  signs  opposite  to  these,  and  pulsation 
is  very  rare. 

Haller,  in  1824,  devotes  three  pages  to  columns  showing 
the  difi'erential  points  between  cephalsematoma,  caput  succe- 
daneum,  and  encephalocele  congenita.  He  says  that  "a 
cephalajmatoma  might  well  be  concealed  by  a  coincident  caput 
succedaneum  (never  as  y«t  noted),  and  it  would  be  impossible 
to  detect  it  for  twenty-four  hours." 
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Hallcr  also  lays  stress  on  separating  a  cephalsematoma  from 
hydrocephalus  externus,  physocephalus,  fungus  durse  inatris, 
IjBsionos  capitis  vi  externa  illatai  [ecchyraosis  violenta  capitis], 
tumores  cystici  et  sarcomatosi. 

Dubois  says  he  does  not  fear  confusion  of  this  disease  with 
hydrocephalus,  and  that  fungus  of  the  dura  is  not  a  disease 
of  infancy. 

The  earliest  writers  of  this  century  all  very  carefully  and 
very  accurately  defined  the  differences  between  cephalaema- 
toma  and  caput  succedancura. 

Busch  says  the  caput  is  usually  at  the  back  of  the  head  and 
extends  over  bones,  sutures,  and  fontanelle.  It  forms  in  birth 
on  the  presenting  portion  of  the  head,  and  is  bigger  in  pro- 
portion to  the  delay  and  difficulty  of  the  birth.  Caput  succe- 
daneum  is  not  well  defined,  and  has  a  softish  feeling,  pitting 
on  pressure,  but  no  fluctuation.  It  is  also  of  a  dark-blue 
color.  It  disappears  in  from  twenty-two  to  twenty- four  hours 
after  birth. 

Cephalaematoma,  on  the  other  hand,  appears  on  a  part 
which  was  not  foremost  in  birth,  and  oftencr  after  easy  than 
difficult  labors,  and  begins  to  grow  in  the  first  days.  It  is 
circumscribed,  fluctuates,  is  not  impressible,  and  the  color  of 
the  skin  is  unchanged.  On  strong  pressure  a  pain  is  often 
felt,  wanting  in  caput  succedaneum.  The  bony  border  does 
exist  in  the  caput. 

Busch  furtlier  considers  the  differences  between  cephalhe- 
matoma and  contusion  of  the  head — ecchymosis  violenta 
capitis. 

"  Blood  tumor  on  occiput  of  the  dead  foetus  after  difficult 
birth  is  bluish  or  blackish  from  decomposition. 

"  External  hydrocephalus — a  partial  oedema  in  cachectic 
children. 

"  Varicose  tumor,  which  disap{)ears  on  pressure. 

"Aneurismal  tumor,  which  pulsates. 

"  Internal  hydrocephalus,  which  has  forced  its  way  through 
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foiitanelles  and  sutures,  and  which  is  thus  situated   over  a 
suture  or  fontanelle  and  can  be  replaced,  and 

"  Wind-tumor,  or  emphysema  capitis,  which  does  not  fluc- 
tuate, is  movable  and  crackles. 

"  Funji;us  of  the  dura  mater,  with  a  small  base  and  without 
fluctuation,  and  special  mode  of  origin. 

"  Fungus  medullaris,  which  appears  later  in  life  and  has  no 
bony  border. 

"  Fungus  hffimatodes,  elastic  and  soft,  bluish  or  red  in 
color,  and  not  painful. 

"  Teleangiectasis,  by  the  peculiar  consistency  and  the  color. 

"  Sebaceous  cyst  is  movable  and  has  no  bony  border. 

''  Abscess,  by  its  previous  history  and  termination." 

Writers  following  Busch  soon  dropped  the  extraordinary 
and  the  rare  from  their  lists  in  the  differential  diagnosis. 

Valleix,  whose  clear  insight  is  repeatedly  noted,  refers  to 
cases  of  encephalocele,  cited  by  Velpeau,  at  the  centre  of  the 
parietal  bone,  which  was  perforated. 

He  distinguishes  it  from  a  collection  of  blood  beneath  the 
galea  aponeurotica,  in  that  the  latter  is  at  first  ill-defined,  and 
lies  on  the  part  of  the  head  most  prominent  in  birth,  and  is 
apt  to  overlie  a  suture. 

In  collections  of  blood  due  to  violence  the  margins  are 
tumefied  and  indurated,  and  painful  on  pressure,  disappearing 
insensibly  into  the  surrounding  tissue,  and  of  a  doughy  con- 
sistence from  the  serosanguineous  infiltration.  He  cites  a  case 
of  Dubois  in  which  there  was  caput  succedaneum,  subaponeu- 
rotic haimatoma,  and  cephalsematoma. 

Valleix  (page  508)  furtiier  cites  a  remarkable  case,  impor- 
tant from  a  diagnostic  standpoint,  one  which,  as  far  as  I  know, 
has  never  yet  been  paralleled.  He  found  on  the  dead  body  of 
a  child  a  few  days  over  a  month  old,  over  the  boss  of  the  left 
parietal  bone,  a  soft,  fluctuating,  irregularly-rounded  tumor, 
without  change  of  color  of  the  skin.  Around  this  one  could 
distinctly  feel  a  prominent  ridge,  about  a  line  in  height,  of 
but  slight  breadth,  and  firmly-resisting  pressure. 
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This  tumor  contained  almost  an  ounce  of  pus.  It  was 
seated  in  the  cclhilar  tissue  between  the  pericranium  and  the 
aponeurosis.  At  the  margin  of  the  tumor  the  cellular  sub- 
aponeurotic tissue  formed  a  circular  cord,  swollen,  red,  and 
indurated.  The  disease  had  not  been  noticed  until  the  child 
was  twenty-three  or  twenty-four  days  old,  when  it  already  had 
the  above  characters.  It  was  then  thought  to  be  a  cephalae- 
raatoma  which  had  escaped  attention. 

Valleix  suggested,  with  reservation,  that  such  a  tumor 
might  be  differentiated  by  its  later  appearance,  its  slow  forma- 
tion, and  painfulness,  as  well  as  the  fact  that  the  ring  could 
hardly  acquire  the  hardness  of  bone. 

Dr.  Earle,  of  Chicago,  in  1883,  added  to  the  list  of  affec- 
tions to  be  distinguished  from  encephalaematoma  cranio-tabes 
— the  soft  places  found  on  the  cranial  bones  of  rickety 
children. 

Ilarmuth  (1889)  simply  says  as  soon  as  a  tumor  is  observed 
on  the  skull  which  does  not  cross  the  sutures,  and  as  soon  as 
a  bony  border  can  be  demonstrated,  the  diagnosis  cephal- 
aematoma  is  established  and  sure. 

q.   Treatment. 

It  took  many  decades  io  evolve  the  fact  that  with  rare  ex- 
ceptions the  let-alone  treatment  was  best.  I  know  of  no 
harmless  condition  which  has  suffered  more  from  incorrect 
views  as  to  its  pathology,  than  the  one  under  consideration. 
We  have  here  a  curious  example  of  the  trite  observation  that 
extremes  meet,  for  under  the  impression  that  the  disease  was 
hernia  cerebri,  Le  Dran  let  the  tumor  alone  and  saw  it  disap- 
pear ;  in  the  same  way  the  anonymous  K.  B.,  in  the  Gentle- 
man's Magazine  and  Historical  Chronicle,  in  1754,  the  earliest 
English  observer,  at  first  made  a  correct  diagnosis,  considering 
it  to  be  an  ecchymosis,  and  on  this  correct  diagnosis  was 
about  to  adopt  an  erroneous  treatment  and  lay  the  tumor  open, 
when,  upon  discovering  the  bony  border,  he  jumped  at  the 
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condition  that  it  was  not  an  eechymosis  at  all,  but  a  henna 
cerebri,  and  based  upon  this  erroneous  correction  of  his  first 
diagnosis,  he  thankfully  pursued  the  correct  plan  of  treat- 
ment—that of  letting  it  alone,  when  it  disappeared.  These 
tumors  were  not,  however,  long  left  undisturbed,  for  meddle- 
someness soon  asserted  her  rights. 

Storch  advised  incision,  and  Valentini,  assuring  the  parents 
that  small  children  arc  more  blunt  to  pain  than  adults,  opened 
such  a  tumor  on  the  head  of  a  miller's  child. 

Levret  advised  a  crucial  incision,  emptying  the  tumor 
thoroughly,  and  then  closing  with  suture. 

Smellie  tells  how  he  advised  a  pupil  to  open  a  tumor,  and 
the  child  bled  to  death. 

Osiander  says  that  "  when  a  child  is  born  with  a  tumor 
with  a  hard  elevated  border  and  fluctuating  in  the  middle, 
which  fails  to  disappear  in  twelve  to  twenty-four  hours  with 
applications  of  cold  wine,  I  proceed  to  open  it  with  a  concave 
bistoury.  The  cut  should  be  made  an  inch  in  length,  and  in 
the  direction  of  the  striie  of  the  bone,  and  afterward  dressed 
with  a  cold  vinous  solution.  If  the  blood  reaccumulates  it 
must  be  reopened,  and  even  opened  a  third  time  if  necessary." 

Michaelis,  who  is  responsible  for  the  diffusion  of  the  notion 
that  the  essence  of  the  disease  was  a  dangerous  caries  of  the 
bone,  urged  the  same  plan  of  treatment. 

Goelis'  in  1818  endeavored  in  vain  to  stem  the  furor  opera- 
tivm  of  his  day,  by  substituting  a  plan  of  treatment,  which 
although  apparently  mild  and  less  meddlesome,  was  by  no 
means  free  from  danger.     He  used  caustic  on  the  most  promi- 

1  "  Die  Trombi  der  Neugebornen,  wenn  zertheilende  Umschlaege  fruchtlos 
angewendet  werden,  weichen  gewoehnlich  jedesmahl  dem  Aetzmittel,  wel- 
ches den  hoechstcn  Punkt  der  GeschwuM  in  eiuen  oberflaeehlichen,  eyternen 
zustand  versetzt/nicht  aber  <lurchaetzea  darf.  Wagt  man  hier  durch  Trennung 
der  festen  Theile  die  enthaltene,  meistens  aus  Blut  bestehende  Fluessigkeit 
zu  entleeren,  so  wird  diese  sonst  nic.ht  gefaehrliche  Krankheit  nicht  sclten 
toedtlich.  Dasselbe  kann  sich  ereignen,  wenn  aus  Unvorsichtigkeit  ein  zu 
grosses,  weit  um  sich  and  durchgreifendes  Geschwuer  durch  das  Aetzmittel 
hervor  gebracht  wurde.     Ich  sah  zweij  Faelle  der  Art,  die  toedlich  abliefen." 
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ncnt  part  of  tlic  tumor  with  a  view  of  establishing  a  super- 
ficial area  of  necrosis  aud  in  this  way  causing  its  disappear- 
ance by  counter-irritation  and  a  derivative  effect. 

That  serious  consequences  sometimes  followed  the  adoption 
of  this  plan,  he  himself  confessed,  for  he  cites  two  cases  in 
which  the  cauterization  was  too  extensive,  and  both  died. 

Palctta,  in  1820,  also  tried  to  avoid  the  knife  and  recom- 
mended a  double  puncture  with  a  needle,  letting  out  all  blood, 
after  which  the  tumor  flows  for  two  or  sometimes  three  days, 
aud  then  discharges  serum  and  finally  pus,  resulting  in  cure  in 
fifteen  days.^ 

Naegele,  one  of  the  keenest  observers,  took  a  decided  step 
in  the  right  direction  when  he  forbade  opening  the  tumor 
before  the  sixth  or  seventh  day,  and  after  opening  it  was  to  be 
dressed  with  vinegar  or  wine  and  water,  and  charpie  laid  be- 
tween the  lips  of  the  wound  as  a  drain.  Under  this  plan  all 
ids  cases  recovered  quickly.^ 

1  Apertio  igitur  duplicate  per  acura,  vel  per  scalpellum  tuinore,  plurimutn 
atri  et  fluidi  sanguinis,  qui  cutem  distenderat,  exit,  quiquc  manare  pergit, 
sed  parcius  altera  quoque  die,  interdum  etiara  tertia.  Turn  flavus  luiinor  pro- 
dit,  qui  nonnumquam  serosus  evadit,  et  tandem,  in  pus  abit,  ut  15  dierum 
spatio  ex  toto  abscessus  sit  persanatus."  Also:  "  Modus  hujus  mali  sanandi 
omnium  tutissimus  est,  si  abscessus  setaceo  perfodiatur.  Ilanc  viain  ingressue 
.     .     .     semper  quam  felicissimam  curationem  obtinui." 

2  lUos  tuniores  cultro  incidendi  necessitatem  minimeubique  reperire.  Nun- 
quam  hie  apertionem  juato  tempore  institutam  noxios  effectus  sequi  kujusque 
vidit;  quin  banc  curam  tutara  esse,  et  hac  raethodo  sanationem  maxime  accele- 
rari ,  pro  certo  habet. 

Qua  propter  longe  abest  ab  ea  sententia,  ut  incisionem  cultri  ope  omuino  im- 
prcibet,  attiimen  in  paucissimis  tantum  casibus  necessarium  essecenset.  Quam- 
quam  observatio  ei  persuaserit  majores  etiam  tumores  apta  medendi  ratione 
discussos  esse,  atque  ipsius  opinione  solventia  initio  morbi  semper  sine  uUo 
periculo  adbiberi  possuit;  tamen  prudentissimura  censet,  hseniatomata  extra- 
ordinarii  ambitus  atque  altitudinis,  e.  gr.  maximam  ossis  bregmatis  partem 
occupantia,  si  dissolventibus  remediis  usurpatis  intra  decern  dies  aut  duodecim 
plane  non  minuta  sint,  cultro  incidenda  esse. 

Zeller:  "  Incidatur  autem  summa  tumoris  pars  ope  lanceoia).  Incisio  pro 
magnitudine  tumoris  sat  longa  sit  ita,  ut  sanguis  collectus  libere  exeat.  San- 
guine amoto  aliquid  lintei  carj)ti  vulneris  ora;  imponatur,  atque,  ut  splcniis  et 
fascia  lev  is  pressio  duret,  curetur." 

"  Viginti  quatuor  lioris  proxime  sequentibus  ut  jjlurimum  liquor  sauguino- 
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Other  deaths  followed  tiie  use  of  the  caustic,  and  in  April, 
1825,  Dr.  Brosius  wrote  in  Hiifeland's  Journal  (p.  48)  that 
he  had  tried  Goelis's  plan  without  success,  and  was  finally 
ol)lio;ed  to  open  the  tumor  witii  a  lancet. 

Chelius,  in  1829,  advises  fomentations  for  twelve  or  four- 
teen days,  and  then  if  the  tumor  remains  tense,  or  is  very 
large,  it  should  be  laid  open,  a  compress  laid  over  it,  and  a 
close-fitting  cap  tied  on. 

Dleffenbach,  in  1830,  expressed  himself  as  utterly  opposed  to 
the  caustic  treatment  and  the  use  of  the  seton.  He  says  with 
practical  genius,  attempts  must  first  bo  made  to  disperse  the 
tumors,  especially  in  weakly  children ;  the  incision  must  be 
resorted  to  only  in  the  most  urgent  cases.  First  use  aromatic 
poultices  aud  aromatic  infusion  of  spices  to  disperse,  or  even 
a  leech  on  top  of  the  tumor.  If  the  case  does  not  improve 
in  five  to  eight  days,  the  tumor  should  be  freely  opened  aud 
washed  out  with  warm  water. 

Gaussel  (1837)  saw  a  tumor  disappear  after  a  nasal  hemor- 
rhage. 

Valleix  (1838)  says  that  the  deep  seat  of  the  disease  and  the 
condition  of  the  overlying  tissues,  afford  sligiit  ground  for  the 
action  of  medicaments  ;  it  is  liowever,  proper  to  use  them  in 
every  case  for  a  few  days,  as  it  does  no  harm.  If  the  tumor 
be  no  larger  than  half  a  hen's  egg,  one  can  persist  in  this  plan 
and  await  recovery.  But  if  the  ccphalsematonia  is  larger,  and 
has  not  begun  to  diminish  at  the  end  of  a  few  days,  it  is 
necessary  to  open  it  without  delay,  not  for  fear  of  caries  as 
Zeller  urges,  but  because  the  tissues  at  this  time  offer  a  better 
chance  of  being  reapproxi mated.  There  is  no  need  to  fear 
hemorrhage,  as  the  vessels  are  obliterated  and  covered  with 
false  membrane.     Make  an  incision  proportioned  to  the  size 

lentus  efBuit.    Postero  die,  si  vulnus  dcnuo  obli,2;atur,  capitis  intcgumenta  jam 
odsi  parietali  inhaerentia  inveniinus;  sanatio  brevi  tempore  subsequitur." 

"  CI.  Michaelis  tumorem  primo  quoqiie  tempore  ajieriri  jubit,  Naegele  vero  id 
ante  sextum  aut  septimum  a  nativitate  diem  fieri  vctat,  impulsus  et  propria 
experientia." 
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of  the  tumor;  there  Is  no  danger  in  layinij;  bare  the  bone,  as 
the  fjreat  vitality  of  tlie  jiarts  makes  mortification  impossible, 
and  the  reunion  of  the  teguments  easy.  Incise  as  far  as  possi- 
ble from  the  arterial  trunks.  After  incising  and  emptying 
the  tumor,  place  a  little  lint  between  the  lips  of  the  wound, 
and  over  this  a  pledget  fastened  in  place. 

Sir  James  Y.  Simpson,  1848  {Edin.  Month.  Journ.  Med.  Sci., 
April),  said  that  he  had  an  opportunity  of  seeing  a  considera- 
ble number  of  cases  of  cephaltematoma,  and  he  had  never  seen 
any  treatment  required  except  time  and  patience.  The  diffi- 
culty in  their  management  generally  consisted  in  keeping 
their  friends  and  others  from  doing  something  or  other  to 
them  {v.  Simpson's  Obs.  Worbi,  edited  by  Priestley  &  Storer). 

Rokitausky  (1855)  had  an  exaggerated  notion  of  the  dan- 
gers of  cephalajmatoma.  He  says :  "  Far  more  frequently, 
when  the  swelling  is  not  opened  and  its  contents  evacuated, 
the  inflammation  becomes  suppurative." 

Virchow  (1863),  after  a  more  direct  aud  accurate  account 
of  the  disease,  says  that  it  is,  as  a  rule,  unnecessary  to 
evacuate  the  blood  by  artificial  means  ;  it  is  even  injurious,  as 
the  bleeding  is  easily  renewed.  Patience,  for  the  most  part, 
leads  to  the  desired  end. 

Pajot  (185'J),  in  his  admirable  thesis  upon  presentation  ot 
which  he  was  elected  Professor  Agrege,  speaks  in  no  undecided 
terms.  He  says,  "  Expectancy,  resolvents,  compression,  caus- 
tics, setons,  puncture,  with  and  without  injection,  and  incision, 
make  up  the  various  means  which  have  been  proposed  and 
put  into  practice  for  the  cure  of  cephalaematoma," 

He  further  says  "  expectancy  is  proper,  nay,  I  believe  it 
should  be  the  rule,  in  all  cases  where  the  tumor  is  small  or  of 
moderate  size.  If  the  tumor  persists,  deep  puncture  with  the 
lancet  may  be  employed  aud  the  contents  either  emptied  or 
allowed  to  discharge  of  themselves,  and  a  dressing  applied." 

Hein)ig  (1877)  says  we  will  only  open  a  non-suppurating 
blood-tumor  when,  after  eight  or  twelve  days'  waiting,  it  has 
steadily  increased  in  size,  and  brain-pressure  symptoms  appear 
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which  may  be  due  to  a  coincident  internal  hoeniatoma.  Make 
a  medium-sized  incision  about  half  the  breadth  of  the  tumor, 
under  antiseptic  precautions,  and  apply  an  antiseptic  dressing 
under  a  cap.  Where  the  contents  are  fluid,  aspiration  may 
be  used.  Gassner  emptied  a  tumor,  tiiirtoeu  days  old,  of  one 
hundred  grammes  of  blood,  antiseptically,  and  cured  it  in  nine 
days. 

Betschlcr,  Ruge,  and  others  have  endeavored  to  settle  the 
merits  of  treatment  by  incision  and  expectancy,  in  cases  of 
double  cephahematoma,  by  incising  one  tumor  and  letting  the 
other  alone,  with  the  result  that  the  tumor  incised  disappeared 
long  before  the  other.  I  will  close  these  references  by  a 
quotation  from  M.  Runge  (1885)  which  nearly  embodies  my 
own  views : 

"  In  spite  of  the  fact  experience  has  taught  us  a  hundred- 
fold, that  cephalsematoma  left  to  itself  gradually  disappears 
by  absorption,"  there  exist  a  number  of  methods  of  treat- 
ment "  in  part  coming  from  hungry  surgeons,  and  in  part 
invented  by  too  busy  doctors  "  ( Vogel). 

"  I,  myself,  have  only  seen  iiarm  from  opening  these  tumors. 
In  several  cases  a  tlireatening  secondary  hemorrhage  came  on, 
and  it  was  necessary  to  tampon,  after  which  suppuration 
naturally  followed.  In  other  cases  there  was  no  hemorrhage 
but  there  was  also  no  adhesion,  but  a  suppuration  was  estab- 
lished which  lasted  weeks  and  ended  in  death. 

"  I  expressly  warn  against  any  surgical  interference  in 
uncomplicated  cases. 

"  Surgical  interference  is  only  to  be  excused  when  an  unusu- 
ally large  tumor  lasts  for  weeks  and  shows  no  inclination  to 
resorption.  The  operation  is  then  not  urgent  until  suppura- 
tion sets  in.     Puncture  and  aspiration  are  the  best  plan." 

Many  other  interesting  observations  on  the  treatment  of 
cephalamatoma  are  to  be  found  in  the  Med.-Chir.-Ther. 
Worterb.,  published  in  Berlin,  1839,  and  in  Anton's  Heil- 
formeln,  1852,  and  Siegert's  Med.-Ther.  Woerterb.,  Berlin, 
1856. 
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r.  DeatJis  from  Cephalcematoma. 

Snicllie  (1770),  as  already  quoted,  advised  a  practitioner  to 
open  such  a  tumor,  and  the  child  bled  to  death. 

Ilcnsehel,  of  Breslau  (1826),  in  earnest  defence  of  his  desire 
to  let  these  cases  alone,  cites  a  case  in  which  the  tumor  was 
opened  and  the  child  bled  to  death  on  the  day  of  the  opera- 
tion, in  spite  of  every  attempt  to  che(;k  the  hemorrhage. 
Henschel  comments  on  the  waiting  plan  as  "tido"  and 
^'jucunde/'  in  comparison  to  the  "  cilo"  of  the  operation. 

Goelis  (p.  179)  saw  two  cases  die  after  the  use  of  caustic. 

Osiander  says  he  saw  a  death  from  caries  where  the  tumor 
was  not  opened. 

Paletta  cites  a  death  in  his  own  practice. 

Valleix  operated  on  a  weakly  child,  dividing  a  branch  of 
the  temporal  artery.  The  child  lost  a  large  amount  of  blood 
and  died  the  next  day. 

Dr.  C.  P.  Noble,  of  Philadelphia,  related  to  me  in  con- 
versation a  case  terminating  in  sui)puration,  infection  of  the 
glands  of  the  neck,  pyaemia,  and  death. 

Bednar  (1850)  reports  two  cases  of  death  after  operation, 
from  suppni'ation  and  caries  of  the  bone. 

K()pp(l8l5)  saw  a  death  from  perforation  of  the  parietal 
bone. 

Garceau  (Boston  Medical  and  Surgmd  Journal,  1872)  cited 
a  case  which  died  of  sui)puration  after  operation,  and  another 
case  in  which  he  did  not  interfere,  but  in  which  convulsions 
set  in  and  death  took  phuie  fifteen  days  after  birth. 

Dr.  Arnold  stated  (ibid.)  that  he  had  seen  a  cephakematoraa 
occupying  the  frontal  bone  and  projecting  over  the  face.  He 
opened  it  and  ai)j)Iicd  tannin  to  arrest  a  profuse  hemorrhage. 
Death  ensued  within  a  few  days. 
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V.  MEDICO-LEGAL. 


The  existence  of  a  bump  containing  blood,  on  tlie  head  of 
a  young  child,  to  the  lay  mind,  is  almost  prima  facie  evidence 
of  an  injury  received  either  by  a  blow  or  fall. 

This  fact,  associated  with  the  frequeucy  of  cephalseraatoma, 
and  its  liability  at  any  time  to  be  found  upon  a  newborn  child 
dying  under  suspicious  circumstances,  renders  it  a  matter  of 
urgent  necessity  to  place  the  subject  in  its  proper  medico-legal 
relation. 

The  danger  of  unjust  suspicion  falling  upon  an  innocent 
party  was  appreciated  as  soon  as  the  clinical  features  of 
cephalfEmatoraa  were  commonly  recognized  by  the  medical 
profession,  for  Dr.  K.  C.  von  Klein  published  an  important 
medico-legal  work  as  early  as  1817,  on  "  the  hitherto  accepted 
consequences  of  the  falling  of  children  on  the  floor  in  rapid 
birth."  Dr.  Klein  here  gives  an  excellent  description  of 
cephalfematoraa,  classing  it  as  a  specific  disease.  He  lays 
especial  stress  on  the  important  fact  that  although  a  direct 
consequence  of  the  birth,  it  may  make  its  first  appearance 
from  four  to  six  days  after,  lie  pointedly  remarks  :  "  These 
very  extravasations  of  blood  can  give  rise  to  the  most  mourn- 
ful errors,  and  the  medical  expert  cannot  have  his  attention 
too  strongly  directed  to  this  subject." 

In  the  case  of  a  disease  thus  important  to  physicians  and 
lawyers  alike,  it  is,  indeed,  strange  that  as  late  as  1878  such 
a  lax  statement  as  the  following  could  find  a  place  in  an 
authoritative  work  on  medical  jurisi)rudence  (Francis  Ogston, 
London,  1878,  page  257) :  "  Subpericranial  effusions— result- 
ing from  the  tediousness  of  the  labor  and  compatible  with  its 
survival  after  birth,  to  which  the  term  cephalseraatoma  has 
been  given." 

More  remarkable  still  is  this  strange  confused  statement  in 
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Taylor's  Principles  and  Practice  of  Medical  Jurispnidcnce, 
London,  18G5,  p.  946,  under  the  licading  "  A  Protracted 
Delivery. — The  death  of  a  child  may  proceed  in  this  case 
from  injury  suffered  by  the  head  dnrinui:  the  violent  contrac- 
tions of  the  uterus,  or  from  an  interruption  to  the  circulation 
in  the  umbilical  cord  before  respiration  is  established.  A 
child,  especially  if  feeble  and  delicate,  may  die  from  exhaus- 
tion under  these  circumstances.  This  cause  of  death  may  be 
suspected  when  a  soro-sanguiuolent  tumor  (called  cephahema- 
toma,  or  caput  succedaneum)  is  found  on  the  head  of  a  child, 
and  the  head  itself  is  deformed  and  elongated." 

The  simple,  uncomplicated,  external  cej)hal8ematoma  on  the 
newborn  child  can  never  be  considered  as  prima  facie  evidence 
of  an  injury  occurring  after  the  birth  of  the  child;  on  the 
contrary,  the  presumption  in  every  case  is  rather  against  such 
an  origin  of  the  disease. 

In  older  children  the  case  is  different.  Thus,  Prof.  Jacobi 
(Med.  Times,  May  8,  1875)  exhibited  a  child  five  years  old, 
who  had  a  cephalhematoma  on  the  right  parietal  bone,  follow- 
ing a  bad  fall.  The  swelling  was  large,  fluctuating,  and 
surrounded  by  a  bony  ridge. 

While  the  above  is  true  in  cases  of  simple  cephalaematoma, 
the  case  just  cited,  and  many  of  those  previously  recorded  in 
this  })aper  show  that  trauma  may  act  as  an  efficient  cause, 
producing  a  tumor  in  all  respects  and  appearances  like  the 
true  simple  external  cephaliematoma.  The  suspicion  of  injury 
grows  daily  stronger  after  the  first  week  following  the  birth. 

Dr.  C.  H.  Golding-Bird  reports  a  case  called  a  "  traumatic 
meningocele"  {Gwi/s  Hosp.  Pep.,  1889,  p.  863),  of  a  girl 
seven  months  old,  which  fell  from  the  lap  of  the  nurse  to  the 
floor.  A  small  lumi)  api)eared  at  once,  and  in  five  to  six  days 
began  to  grow  until  it  formed  a  large  fluctuating  tumor  5|  x 
5f  inches  over  the  right  j)arietal  bone,  except  at  the  outer 
upper  angle.  It  pulsated  markedly.  The  tumor  swelled 
when  the  child  cried.  It  had  a  hard  crater-like  edge.  Ex- 
ploration with  a  cauulu  revealed   blood  and  flakes  of  lymph. 
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The  little  patient  suffered  no  inconvenience  from  the  lump. 
In  eighteen  days  the  tumor  subsided.  No  trace  of  a  fracture 
could  be  detected. 

When  external  cephalhematoma  is  associated  with  an  inter- 
nal cephalhematoma,  the  two  communicating  by  means  of  a 
fracture  in  the  bone,  the  child  usually  dies  in  convulsions; 
here  the  presumption  is  in  favor  of  severe  injury  received, 
either  during  the  birth  or  after  it. 

It  must  l)e  remembered  that  apart  from  the  numerous 
characteristic  signs  of  cephalhematoma  already  detailed,  bumps 
arising  from  blows  or  pressure  commonly  exhibit  a  marked 
discoloration  around  the  seat  of  injury,  from  the  infiltration  of 
the  blood  into  the  surrounding  tissues,  in  addition  to  the  signs 
of  oedema  of  the  surrounding  skin,  and  tenderness,  the  former 
obscurinor  the  outline  of  the  affected  area. 


VI.  ADDITIONAL  CASI]S. 

I.  During  the  present  year  (1890)  Dr.  Archibald  Mallocl^, 
of  Hamilton,  Canada,  saw  a  child,  a  year  old,  eleven  hours  after 
a  fall,  on  whose  head  a  tumor  had  developed,  occupying  the 
upper  part  of  the  right  parietal  bone,  behind  tiie  boss.  It  was 
two  and  one-half  inches  in  diameter,  fluctuated  and  had  a  hard 
elevated  border.  The  color  of  the  skin  was  unchanged.  The 
tumor  was  sensitive  to  pressure.  The  child  was  in  poor 
health.  In  one  week,  with  emollient  applications,  the  tumor 
had  disappeared.  I  saw  the  case  with  Dr.  Mallock  and  could 
discover  no  trace  of  the  tumor. 

II.  The  following  case  occurred  in  the  practice  of  Dr. 
George  Erety  Shoemaker,  of  Philadelphia,  who  has  kindly 
written  the  report  and  placed  it  at  my  disposal.  "  A  case  of 
cephalic  hiematoma  :"  The  mother  was  a  full-blooded  negress, 
primipara,  aged  twenty  years.     Labor  was  normal :  no  iustru- 
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raents  were  used.  The  child  was  small  though  not  emaciated. 
It  seemed  fnmi  hirlh  to  be  under  the  influence  of  some  cere- 
bral disturbance. 

Soon  after  birth  a  haematoma  two  and  a  half  inches  in 
diameter  was  noticed  on  the  right  parietal  bone,  with  hard, 
elevated,  sharp-cut  edges  which  gave  the  impression  that  an 
opening  existed  in  the  skull.  This  swelling  constantly 
increased  in  size  till  death  occurred  on  the  third  day.  For 
the  first  twenty-four  hours,  mucus  deeply  tinged  with  blood 
flowed  from  the  mouth.  The  umbilical  cord,  though  carefully 
tied,  bled  on  the  second  day,  and  though  again  tied,  needed 
after  some  hours  a  third  ligature,  which  finally  controlled 
the  oozing.  Very  deep  jaundice  appeared  on  the  second 
day.  The  following  conditions  were  present  from  first  to 
last :  The  eyes  were  tightly  closed  ;  both  hands,  forearms,  and 
arms  were  in  a  state  of  tonic  spasm  ;  the  respiration  was 
shallow  and  gasping ;  no  eifort  was  made  at  suckling,  nor 
would  any  food  be  swallowed  ;  at  intervals  a  peculiar  short 
cry  was  uttered. 

The  post-mortem,  unfortunately  not  complete,  showed  a 
hematoma  under  the  periosteum  of  the  right  parietal  bone 
without  communication  with  the  brain  cavity. 

Death  was  apparently  caused  by  a  general  effusion  of  blood 
beneath  the  dura  mater.     No  separate  clots  were  found. 

III.  Cases  of  cephaloeraatoma  observed  by  C.  C.  Frede- 
rick, M.D. : 

M.  S.,  aged  twenty-five,  American,  primipara,  was  de- 
livered January  29,  1882,  of  a  male  child,  weighing  eight 
pounds.  The  vertex,  at  first  right  posterior,  rotated  to  vertex 
right  anterior  at  lower  straits.  The  labor-pains  were  strong 
and  raj)id.  The  second  stage  was  longer  than  usual  because  of 
third  position.  No  forceps  were  used.  Exact  length  of 
second  stage  of  labor  not  noted. 

January  30th,  tumor  a])pcared  upon  left  side  of  head  near 
the  sagittal  and  lambdoid  sutures,  accompanied  by  convul- 
sions.    Tumor,  fluctuating,  advanced  over  nearly  the   entire 
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parietal  bone.  Convulsions  continued,  coma  and  death  Feb- 
ruary 2d. 

Autopsy,  February  3d.  Blood-iumor  behveen  the  left  parie- 
tal hone  and  the  pericranium,  communicating  with  an  effusion 
of  blood  found  between  the  right  parietal  and  dura  mater.  The 
point  of  communication  seemed  to  be  near  the  posterior 
bregma  in  the  sagittal  suture.  A  slit  torn  through  the  longi- 
tudinal sinus  a  few  lines  in  length.  The  clot  beneath  the 
pericranium  was  smaller  than  that  upon  the  dura,  and  both 
were  black. 

Mrs.  11.  S.  A.,  aged  twenty-four,  American,  primipara, 
was  delivered  February  22,  1890,  male  child,  vertex  left 
anterior.  First  stage  tedious,  membranes  having  ruptured 
early  in  labor.     Duration  of  first  stage  fifleen  hours. 

Feeble  pain  in  second  stage  rendered  forceps  necessary, 
while  the  head  was  at  the  middle  straits.  Delivery  under 
chloroform.  Noticed  ptosis  of  right  upper  eyelid  of  the  child 
twelve  hours  after  labor.  The  forceps-blade  made  a  slight 
cut  over  the  right  frontal  protuberance. 

Feljruary  23d,  tumor  soft,  fluctuating,  appeared  over  right 
parietal  protuberance,  size  of  a  silver  dollar. 

February  24th,  tumor  had  increased  in  size,  extending  for- 
ward to  the  cut  upon  the  frontal  bone,  from  which  black 
venous  blood  oozed.  Made  pressure  over  this  cut  by  iodo- 
form collodion  and  absorbent  cotton  to  prevent  further  hemor- 
rhao-e.  By  February  25th  the  tumor  had  advanced  over  the 
entire  head  from  nape  of  neck  down  to  the  ear  on  each  side, 
and  into  the  orbits,  having  crossed  all  the  median  sutures  of 
the  skull. 

February  26th,  the  child  died.  No  autopsy.  I  am  con- 
vinced it  was  a  blood-tumor,  because  of  the  blood  having 
escaped  from  the  cut  upon  the  forehead  for  several  hours.  I 
think  the  child  died  from  the  amount  of  blood  lost  through 
this  wound  and  beneath  its  scalp.  It  had  no  convulsions  or 
other  signs  of  intra-cranial  pressure. 

Mrs.  A.  H.,  aged  twenty-three,  American,  primipara,  de- 
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livered  Febiiary  22,  1890.     Male  child,  vertex  left  anterior, 
perfectly  normal  labor,  no  forceps  used. 

February  23d,  nurse  called  my  attention  to  a  fluctuating 
tumor  upon  the  child's  right  parietal  bone,  over  the  tuberosity, 
the  size  of  a  silver  dollar  or  larger.  The  edge  of  the  tumor 
was  sharply  defined  as  by  a  bony  ring.  In  six  weeks  the 
tumor  was  entirely  absorbed,  leaving  a  slight  periosteal 
thickening  over  the  site. 


VII.  CONCLUSIONS. 

While  it  has  not  been  my  object  to  bring  forward  any 
new  facts  relative  to  cephalsematoma,  I  have  thought  it 
equally  important,  and  I  hope  in  this  that  I  have  been 
successful,  to  present  a  picture  of  the  disease,  in  many  inter- 
esting particulars  widely  differing  from  that  found  in  any 
of  the  various  text- books  of  to-day.  We  have  thus  seen  upon 
the  most  reliable  testimony  that  there  is  not  a  single  sign 
looked  upon  as  characteristic,  which  is  invariably  present,  or 
which  may  not  in  some  rare  instances  assume  another  appear- 
ance, suggestive  of  a  different  affection. 

Thus,  the  common  time  of  the  appearance  and  formation 
of  the  cephalajmatomatous  tumor,  which  is  after  birth,  does 
not  always  hold  good  in  indicating  the  diagnosis  of  a  cephal- 
sematoma as  distinguished  from  a  congenital  tumor  like  hernia 
cerebri,  for  the  exceptions  quoted  showed  that  cephaljBma- 
toma  may  even  exist  before  birth,  and  be  felt  in  the  maternal 
passages. 

The  absence  of  color  does  not  always  distinguish  it  from  a 
suggillation  or  a  bruise,  for  it  in  some  instances  is  of  a  livid  or 
red  color. 

Fluctuation  does  not  always  show  that  the  contents  are 
fluid,  for  they  are  rarely  coagulated. 

The  bony  ring  itself  is  sometimes  wanting  for  a  time,  and 
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in  Valleix's  case  tliere  was  even  a  hard  ring  surrounding  an 
accumulation  of  pus  above  the  pericranium ;  in  one  case  of 
true  cephalhematoma  the  child  died  before  the  ring  formed. 
The  crucial  test,  that  the  tumor  never  crosses  a  suture,  has  also 
failed  in  a  few  instances,  still  open  to  doubt  as  to  the  exact 
seat  of  the  effusion. 

It  is  therefore  at  once  clear  from  all  these  statements  that 
no  one  sign  makes  a  diagnosis  more  than  probable — it  is  the 
conjunction  of  signs,  taken  with  the  history  of  the  appearance 
and  development,  which  go  to  make  the  diagnosis. 

An  evident  discrepancy  exists  between  those  cases  which 
were  evidently  due  to  trauma  (as  in  the  forceps  cases  cited), 
and  the  large  number  of  cases  following  easy  labor;  we  need 
at  this  point  more  exact  observations  to  determine  what  is  the 
proportion  of  forceps  cases,  and  stating  exact  site  of  the  tumor 
on  its  first  appearance,  whether  within  the  grasp  of  the  blade 
of  the  forceps  or  not. 

Careful  post-mortem  should  be  made  in  all  cases  when  pos- 
sible, but  most  of  all  in  those  which  cross  a  suture,  and  in 
cases  which  have  presented  brain  symptoms  to  determine  in 
the  first  instance  whether  the  fluid  really  lies  between  the 
pericranium  and  the  bone,  or  between  the  pericranium  and 
the  galea  aponeurotica. 

When  we  bear  in  mind  the  frequency  with  which  external 
and  internal  cephalsematoraata  are  associated,  together  with 
fracture  of  the  bone,' it  is  evident  that  we  are  not  warranted  in 
unhesitatingly  offering  so  favorable  a  prognosis  as  has  been  the 
custom,  until  by  a  more  careful  inquiry  we  have  excluded  the 
probability  of  a  coincident  accumulation  within  the  cranium. 

Much  is  still  obscure  in  the  etiology  of  this  affection,  and 
we  are  not  yet  warranted  in  reaching  a  positive  conclusion ; 
many  clinical  facts  point  to  the  resistance  offered  by  the  cer- 
vix uteri  as  the  prime  cause — a  conclusion  which  I  think  at 
first  sight  seems  improbable.  Such  facts  as  the  following  all 
point  in  this  direction — most  cases  occur  in  primiparse,  boys 
are  oftenest  affected,  and  it  is  found  by  preference  on  the  right 
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parietal  bone,  on  the  part  of  the  head  most  subject  to  pressure 
from  the  undilated  cervix,  before  flexion  has  occurred,  there 
is  also  the  great  preponderance  of  the  left  occipito-anterior 
position  over  all  others,  exj)lainiug  the  position  of  the  tumor. 
All  these  points  unite  to  heighten  the  probability  of  this  view 
of  Vallcix's. 

We  must  remember,  too,  that  this  area,  thus  exposed  to 
pressure  early  in  the  labor,  is  exactly  that  in  which  we 
habitually  find  the  ecchymotic  spots  after  natural  labor. 
Cases  of  twins,  in  which  one  is  affected,  ought  to  be  carefully 
noted  and  reported,  as  it  would  be  an  important  additional 
evidence,  if  it  were  found  that  the  first  twin  born  was  always 
the  one  affected,  because  of  tlie  passage  of  the  second  through 
the  already  dilated  cervix,  which  therefore  offers  no  resist- 
ance. That  other  far  different  causes  may  operate  is  mani- 
fest from  the  cases  of  forceps  labor  quoted,  from  the  numerous 
cases  occurring  in  older  children,  or  even  in  adults  cited 
above. 
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DISCUSSION. 

Dr.  W.  W.  Jaggard,  of  Chicago. — I  was  not  aware  until 
this  afternoon  of  the  pathological  dignity  of  external  cepbalse- 
matoma.  In  a  slight  degree  it  occurs  in  more  labors  than  men- 
tioned by  Dr.  Kelly ;  but  if  not  disturbed,  the  tumor  commonly 
disappears  spontaneously  in  a  few  days  or  weeks. 

The  internal  variety,  in  which  the  extravasation  of  blood  is 
between  the  inner  layer  of  the  periosteum  and  the  bone,  is  more 
serious,  and  sometimes  results  in  strabismus,  convulsions,  and 
death.  This  variety  is  usually  difficult  of  diagnosis  and  is  impos- 
sible to  cure.  A  very  interesting  account  of  this  internal  variety 
of  cephalsematoma,  by  Partridge,  appeared  not  long  ago  in  the 
Obstetrical  Journal.  Dr.  Keating  {Archives  of  Pcediatria)  also 
gave  an  account  some  years  ago  ;  IngersoU  reported  cases  in  the 
Transactions  of  the  Illinois  State  Medical  Association,  for  1884. 

I  would  like  to  criticise  two  statements  in  the  paper.  Dr. 
Kelly  says  it  is  "  a  well-defined  disease  appearing  soon  after 
birth;"  and  "  Injury  usually  has  no  apparent  connection  with 
the  origin  of  this  tumor,  which  often  appears  after  natural,  easy, 
and  short  labors,  and  upon  a  part  of  the  head  which  was  not 
prominent  in  birth."  That  statement  is  not  exactly  correct; 
the  injury  always  does  occur  during  labor.  It  is  due  to  the 
small  subperiosteal  hemorrhages  which  occur  to  some  degree  in 
almost  every  natural  labor.  It  is  essentially  traumatic  in  origin. 
In  about  the  proportion  of  cases  mentioned  by  Dr.  Kelly  it 
reaches  a  perceptible  size,  but  some  slight  periosteal  hemorrhage 
is  almost  always  j)resent  in  normal  labors.  It  is  remarkable, 
however,  that  cephalscmatoma  is  nearly  as  frequent  in  the  after- 
coming  head  and  in  transverse  i»resentations  as  when  the  vertex 
presents. 

Dr.  Edward  W.  Jknks,  of  Detroit. — There  is  one  work 
to  which  Dr.  Kelly  has  not  alluded  that  attracted  my  atten- 
tion as  long  ago  as  1868,  and  that  is,  Bouchut's  Dh<eases  of 
Children.  If  I  recollect  correctly  the  edition  was  the  English 
translation  by  Bird.  INIy  attention  was  attracted  to  it  at  that 
time  on   account  of  some  cases  coming  under  my  observation. 


DISCUSSION.  267 

Bouchut  describes  very  graphically  the  bony  ridge  spoken 
of  by  Dr.  Kelly,  but  if  I  recollect  correctly  his  prognosis  of 
these  cases  was  very  unfavorable.  He  dwells  at  considerable 
length  upon  the  ditferential  diagnosis  between  the  genuine  and 
spurious,  the  spurious  being  nothing  more  or  less  than  the  ordi- 
nary caput  succedaneum.  In  the  matter  of  treatment  he  recom- 
mends nothing,  although  he  refers  to  the  different  kinds  of 
treatment  that  have  been  instituted. 

Dr.  William  M.  Polk,  of  New  York.— I  did  not  hear  all 
of  Dr.  Kelly's  references  in  his  bibliography,  but  I  suppose  he 
included  American  observers.  I  think  if  you  refer  to  Dr. 
George  T.  Elliott's  work  on  Clinical  Obstetrics  you  will  find 
some  report  of  cephalsematoma.  In  my  student  days  one  of 
the  terrors  that  used  to  be  held  up  to  us  was  that  theme  versus 
the  ordinary  caput  succedaneum.  Many  and  many  a  day  have 
I  seen  the  learned  professor  (an  ex-member  of  this  Society) 
stand  before  his  class  and  strike  terror  into  the  heart  of  the 
medical  student  upon  this  very  subject,  and  the  worst  of  it  all 
was  the  word  itself,  which  we  found  more  difficult  to  pronounce 
than  any  other  he  presented  to  us. 

Dr.  Frki>erick,  of  Buffalo.— In  talking  with  Dr.  Kelly  upon 
this  subject  of  cephalteraatoma  I  chanced  to  refer  to  several 
cases  in  my  experience  of  the  last  ten  years,  the  histories  of 
which  he  thought  were  remarkable,  and  asked  me  to  present 
them  to  you  this  afternoon.     They  are  as  follows : 

Mary  F.,  twenty-five  years  of  age,  primipara,  was  seen  Janu- 
ary 29,  1882,  in  the  first  stage  of  labor,  the  vertex  position  being 
right  occipito-posterior.  The  pains  were  rapid  and  severe.  For- 
ceps were  not  used,  the  head  rotated  and  came  down  to  the 
inferior  strait  in  the  second  position  and  was  delivered.  On  the 
30th,  the  next  day  following  labor,  the  child  was  taken  with  con- 
vulsions, and  a  cephalsematoma  was  found  upon  the  left  side  near 
the  edge  of  the  sagittal  and  lambdoidal  sutures,  which  rapidly 
progressed  during  the  next  twenty-four  hours,  covering  a  good 
share  of  the  left  parietal  bone  nearly  down  to  the  left  ear.  Con- 
vulsions continued  to  recur  and  the  child  died  on  the  2d  of  Feb- 
ruary at  the  age  of  four  days.  Nothing  was  done,  because  it 
was  considered  to  be  a  hopeless  case.     The  autopsy  showed  that 
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the  pericranium  wa3  lifted  from  the  left  parietal  bone  by   a 
blood-clot,  while  between  the  right  parietal  bone  and  the  dura 
mater  was  a  large  blood-clot  or  internal  hrematoma.     This  eft u 
siou  of  blood  between  the  right  parietal  bone  and  the  dura  mater 
caused  pressure,  convulsions,  and  death  of  the  child. 

On  the  22d  of  February,  of  the  present  year,  I  attended  a 
small  primipara,  twenty-four  years  of  age,  in  a  long  and  difticult 
labor.  The  first  stage  was  very  protracted  on  account  of  a  rigid 
OS,  and  after  an  hour  and  a  half  of  severe  expulsive  pains,  the 
child's  head  being  in  the  occipito  left  anterior  position,  was 
delivered  with  short  forceps.  The  child  was  a  male,  weighing 
eight  pounds.  The  next  day  there  appeared  over  the  right 
parietal  eminence  a  small  tumor  which  had  the  characteristics  of 
cephaheniatoma,  especially  that  of  the  clearly-defined  bony  ring. 
This  cephakematoma  advanced  up  over  the  parietal  ])one  and 
came  down  to  a  cut  on  the  right  frontal  protuberance  that  the 
forceps  had  made  there,  and  began  to  bleed.  I  applied  an  anti- 
septic dressing  to  stop  the  bleeding,  because  the  child  seemed 
weak.  The  cephalhematoma  continued  to  progress  downward 
over  the  temporal  bones  into  the  orbits  and  across  the  sagittal 
and  lambdoidal  sutures,  and  finally  over  the  whole  head.  Dr. 
Tremaine,  of  this  city,  saw  the  case  in  consultation  with  me  and 
advised  letting  it  alone,  and  the  child  died  February  26th,  four 
days  old.  I  removed  the  dressing  from  the  wound  that  the 
forceps  had  made  on  the  frontal  protuberance,  and  pressed  some 
blood  out.  The  parents  did  not  desire  a  post-mortem  and  I  did 
not  open  the  tumor,  but  I  am  satisfied  that  it  was  a  collection  of 
blood. 

Strange  to  say,  on  the  same  day  I  attended  another  woman, 
twenty-three  years  of  age ;  I  did  not  use  the  forceps  as  the  labor 
wjis  not  unusually  severe.  There  developed  the  next  day,  upon 
the  right  parietal  eminence  of  the  child's  head,  a  tumor  which 
increased  to  about  one  and  a  half  times  the  size  of  a  silver  dollar, 
with  clearly-defined  edges  having  a  bony  feel,  and,  contrary  to 
the  ordinary  appearance,  there  was  present  in  this  one  a  bluish 
discoloration.  In  about  six  weeks  the  tumor  had  entirely  sub- 
sided, and  the  last  time  I  saw  this  child,  about  six  or  eight 
weeks  ago,  there  was  nothing  left  but  a  little  thickening  of  the 
periosteum  over  the  area  which   this  hajmatoma  had  covered. 
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I  report  these  cases  at  the  request  of"  Dr.  Kelly,  because  he 
thought  that  they  were  rare.  I  have  never  looked  up  the 
literature  of  the  subject,  and  I  was  not  aware  that  they  were  so 
very  rare. 

Dr.  Kelly. — That  traumatism  is  the  basis  of  the  injury  is  an 
old  and  most  natural  supposition,  but  it  takes  more  than  this  to 
explain  these  injuries,  for  they  do  not  necessarily  follow  severe 
labor  or  the  use  of  the  forceps.  They  have  been  frequently 
observed  after  labors  which  were  characterized  as  simple  and 
easy.  They  have  also  been  detected  on  the  head  of  the  child 
before  birth,  and  even  on  the  head  of  the  foetus  of  five  or  six 
months,  and  furthermore,  a  cephalhematoma  has  been  observed 
on  the  head  of  a  child  born  by  Csesarean  section  ;  so  it  is  clear 
that  [there  is  something  more  than  simple  traumatism  back  of 
it.  Predisposition  must  exist  for  traumatism  to  provoke.  The 
etiology  of  cephalsematoma  is  by  no  means  an  exhausted  subject, 

I  know  of  a  single  case  parallel  with  Dr.  Frederick's,  in  which 
the  cephalajmatoma  developed  on  one  side  of  the  head,  passed 
through  a  suture  and  under  the  bone,  between  the  meninges  and 
the  skull  on  the  other  side  of  the  head.  Dr.  Frederick's  inde- 
pendent report  is  valuable  confirmatory  evidence. 


THE   COMPARATIVE  VALUE    OF   THE  BINIO- 

DIDE  AND  BICHLORIDE  OF  MERCURY 

AS  SURGICAL  ANTISEPTICS. 


By  Charles  Jkwktt,  M.D., 
Brooklyn,  X.  Y. 


For  chemical  antisepsis  the  bichloride  of  mercury  has 
come  to  monopolize  the  attention  of  surgeons  almost  to  the 
exclusion  of  other  chemical  ajjents.  Yet  in  the  biniodide  we 
have  a  germicide  equally  potent  if  used  in  proper  concentra- 
tion, and  at  the  same  time  possessing  important  advantages 
over  the  former  salt  as  a  practical  antiseptic. 

A  serious  defect  of  the  sublimate  is  its  comparatively  un- 
stable character  as  a  chemical  compound.  It  is  promptly 
decomposed  when  the  solution  is  brought  in  contact  with 
ordinary  metallic  instruments,  common  soaps,  or  albuminous 
fluids,  and  is  gradually  reduced  to  calomel  in  the  presence  of 
certain  other  organic  bodies.  It  must  frequently  happen  in 
practice  that  the  trusted  solution  has  long  since  become  inert, 
not  to  speak  of  the  injury  done  to  instruments. 

The  addition  of  certain  acids  prevents  the  precipitation  by 
albumen,  but  it  renders  the  solution  more  unpleasant  to  the 
surgeon's  hands,  and  greatly  accelerates  its  decomposition  in 
the  presence  of  ordinary  metals.  The  biniodide,  on  the  other 
hand,  is  comparatively  stable.  Its  solution  is  not  destroyed 
by  soap  or  albuminous  fluids,  and  it  is  more  feebly  affected 
by  metals.  Steel  instruments  may  be  left  lying  for  a  few 
minutes  in  a  one  in  two  thousand  solution  without  material 
harm,  and  may  be  brushed  and  sterilized  with  it  in  prepara- 
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tion  for  use.  The  slight  bloom  which  appears  after  a  time 
may  be  wiped  off,  leaving  the  polish  intact. 

If  a  polished  steel  instrument  be  dipped  in  a  solution  of 
the  mercuric  iodide,  and  another  in  a  neutral  sublimate  solu- 
tion of  equal  strength,  the  one  in  the  sublimate  will  begin  to 
blacken  some  time  before  any  change  is  perceptible  in  the 
other.  If  the  sublimate  be  acidulated  the  blackening  begins 
instantly. 

A  more  important  advantage  of  the  iodide  solution,  when 
neutral,  is  its  permanence  in  the  presence  of  albuminous 
fluids.  This  is  a  matter  of  some  moment  where  the  antiseptic 
solution  is  liable  to  be  soiled  with  blood  in  redipping  the 
hands,  or  when  it  is  used  for  irrigating  or  bathing  bloody 
surfaces.  The  relation  to  soap  is  not  so  material,  since  soap 
contact  may  be  prevented. 

It  is  the  writer's  belief  that  the  latter  salt  is  less  toxic  both 
as  an  irritant  and  a  systemic  poison  than  the  sublimate.  At 
least  one  authority,  Brunton,  fixes  the  maximum  therapeutic 
dose  at  twice  that  of  the  perchloride.  This  claim,  however, 
needs  confirmation.  That  the  biniodide  is  less  irritating  than 
the  corrosive  chloride  to  the  surgeon's  hands,  to  wound  sur- 
faces, and  to  mucous  membranes,  can  scarcely  be  questioned. 

Its  rank  in  the  list  of  recognized  germicides  has  not  yet 
been  so  definitely  determined  as  has  tliat  of  the  sublimate. 
Eminent  bacteriologists  have  rated  it  above  the  bichloride. 
Others  have  dismissed  it  with  a  passing  mention. 

For  the  writer  it  has  for  several  years  replaced  the  bichlo- 
ride as  an  obstetric  and  surgical  antiseptic,  and  with  even 
greater  satisfaction  than  formerly  had  with  the  latter  salt. 
Competent  testimony  from  various  sources  speaks  for  its  value 
from  the  standpoint  of  clinical  experience. 

The  investigation  which  forms  the  principal  subject  of  this 
paper  was  undertaken  for  tlie  purpose  of  reexamining  the 
question  of  the  comparative  potency  of  the  red  iodide  and  sub- 
limate as  practical  germicides.  The  work  was  conducted  by 
Dr.  W.  E.  Butler,  at  the  Hoagland  Laboratory,  under  the 
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supervision  of  Dr.  B,  M.  BoltoD,  Director  of  the  Department 
of  Bacteriology,  to  wlioin  tlic  writer  is  indebted  for  tiieir 
interest  in  tlie  research  and  the  special  skill  bestowed  upon  it. 
The  aim  was  to  give  the  work  as  practical  a  bearing  as 
possible.  The  conditions  were  therefore  made  to  conform  as 
closely  as  practicable  to  those  of  the  operating-room.  The 
technique  of  hand-cleaning  was  selected  as  a  practical  test  of 
the  sterilizing  power  of  the  agents  under  investigation,  but 
was  applied  to  the  skin  of  the  dog  instead  of  the  operator's 
hands.  The  required  conditions  were  thus  fulfilled  with  the 
least  inconvenience  to  the  operator. 

Four  patches  upon  the  dog's  body  were  shaved  and  washed. 
Upon  the  surfaces  thus  prepared  the  infectious  organisms 
were  placed,  and  after  being  allowed  to  dry  on,  the  parts  were 
subjected  to  the  usual  technique  of  hand-disinfection. 

The  staphylococcus  pyogenes  aureus  was  used  as  the  infect- 
ing organism.  The  streptococcus  was  tried,  but  was  found  too 
slow  of  cultivation  and  was  abandoned.  In  a  small  number 
of  experiments  the  staphylococcus  albus  was  employed,  but 
the  results  did  not  differ  essentially  from  those  obtained  with 
the  aureus,  which  in  fact  was  believed  to  represent  fairly  the 
entire  group  of  pathogenic  organisms  for  the  purposes  of  the 
investigation. 

A  pure  culture  of  the  staphylococcus  suspended  in  sterilized 
water  was  painted  with  a  stiff  brush  upon  the  four  shaven 
patches  and  allowed  to  stand  for  ten  minutes  in  order  to  sink 
into  the  skin.  Scrapings  were  then  taken  from  the  four 
patches  with  a  sterilized  scalpel  and  cultured  to  demonstrate 
the  presence  of  the  germs.  A  growth  of  the  organism  chosen 
for  the  experiment  was  obtaint'd  in  every  instance  The  in- 
fected surfaces  were  then,  in  all  the  experiments,  scrubbed  for 
from  two  to  three  minutes  with  soap  and  water  and  a  hand- 
brush.  The  soapy  water  was  rinsed  oif  by  irrigating  for  one 
minute  with  a  stream  of  plain  tap  water.  A  culture  was 
again  made  from  scrapings  taken  after  rinsing  off  the  soap. 
In  a  portion  of  the  experiments,  after  the  removal  of  the 


CHARLES  JEWETT.  273 

soap,  the  parts  were  rubbed  for  one  raimite  with  a  cheese- 
cloth wet  with  alcohol,  and  another  culture  made.  Finally, 
the  mercurials  were  applied.  The  surfaces  were  irrigated 
with  the  solutions  for  different  lengths  of  time  in  different 
experiments,  varying  from  three-fourths  to  two  minutes, 
and  the  solutions  were  then  left  standing  on  them  for 
the  same  length  of  time.  Two  patches  were  treated  with 
the  iodide  and  two  with  the  chloride  in  each  observation. 
The  proportions  of  the  chemicals  were,  in  case  of  the  former, 
1  in  2000  and  1  in  4000 ;  in  the  latter,  1  in  1000  and  1  in 
2000. 

In  several  instances  the  parts  were  scrubbed  with  a  brush 
during  irrigation  with  the  mercurial  solutions.  The  mer- 
curials were  washed  off  by  irrigating  the  patches  for  one  min- 
ute with  plain  tap- water,  and  a  final  culture  made  in  the  same 
manner  as  before.  Scrapings  obtained  with  a  flamed  scalpel 
were  planted  in  agar-agar  tubes,  which  were  kept  at  incuba- 
tion temperature  for  twelve  hours,  and  subsequently  watched 
for  two  or  three  days. 

Where  colonies  developed  they  were  microscopically  exam- 
ined for  the  organism  employed  in  the  observation.  Accurate 
records  were  kept  of  the  conditions,  and  all  the  data  pertaining 
to  each  experiment. 

The  total  number  of  observations  was  264.  Of  these 
only  226  were  regarded  as  reliable  for  the  purpose  of  the 
investigation.  From  the  tabulated  results  of  the  226  experi- 
ments the  following  conclusions  may  fairly  be  drawn  : 

1.  In  equal  concentration  the  biniodide  is  slightly  inferior 
to  the  bichloride  in  germicidal  power. 

2.  The  difference  in  the  efficacy  of  a  1  in  2000  and  a  1  in 
1000  bichloride  solution  is  insignificant. 

3.  The  activity  of  a  1  in  2000  solution  of  the  biniodide  is 
materially  greater  tiiau  that  of  a  1  in  4000  solution. 

4.  For  equal  potency  as  a  sterilizing  agent  the  biniodide 
should  be  used  in  little  greater  concentration  than  the  bichlo- 
ride, presumably  1  in  1800. 
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Aside  from  the  special  object  of  the  investigation,  Dr. 
Butler's  tables  are  of  interest  in  connection  with  the  general 
question  of  antisepsis.  In  no  one  group  of  experiments  did 
the  percentage  of  aseptic  results  exceed  seventy-five.  The 
results  show  that  while  sterilization  is  possible  with  the  tech- 
nique employed,  it  is  not  certain.  Is  certainty  attainable  by 
any  method  tiiat  shall  be  practicable  for  the  operating-room  ? 
The  writer  believes  it  is,  but  the  method  has  yet  to  be  formu- 
lated. 

Time,  the  degree  of  concentration  of  the  agents  employed, 
and  attention  to  mechanical  and  chemical  details  nuist  un- 
doubtedly be  important  factors  in  a  competent  technique.  Our 
tables  show  a  marked  falling  off  in  results  when  the  time  for 
the  action  of  the  mercurials  was  reduced  below  three  minutes, 
a  small  gain  when  it  was  increased  to  four.  Burrell  and 
Tucker  found  sterilization  complete  in  every  instance  by  con- 
cluding the  usual  process  of  hand-disinfection  with  immersion 
for  one  hour  in  a  1  in  1000  corrosive  sublimate  solution. 
Whether  the  time  may  be  reduced  within  practicable  limits 
they  did  not  determine. 

The  percentages  were  improved  by  scrubbing  during  the 
antiseptic  irrigation.  The  use  of  alcohol  immediately  before 
the  .sterilizing  solution  made  a  material  improvement  in  the 
figures.  It  acts,  doubtless,  by  removing  water  from  the  tis- 
sues, rendering  them  hygroscopic,  and  thus  promoting  the 
absorption  of  the  antiseptic  solutions. 

Ether  employed  in  like  manner  appeared  to  have  no  effect 
on  the  results.  No  advantage  was  noted  for  green  over  com- 
mon soap,  and  no  difference  was  observed  in  the  results  on 
varying  the  temperature  of  the  mercurial  solution  from  100° 
to  70°  F. 

It  was  the  chief  object  of  this  paper,  however,  to  draw 
attention  to  the  mercuric  iodide  as  a  surgical  antiseptic. 
Comparing  favorably  as  it  does  with  the  sublimate  in  steril- 
izing power,  its  advantage  in  other  particulars  should  give  it 
the  preference  for  general  surgical  use. 


A  REPORT   OF   MY   RECENT   EXPERIENCE   IN 
RESTORING    LACERATIONS    INVOLVING 
THE  SPHINCTER  ANI,  BY  THE  FLAP- 
SPLITTING  METHOD. 


By  Horace  Tract  Hanks,  M.D. 
New  York. 


The  existence  of  very  many  specifics  for  a  certain  disease 
is  a  good  argument,  in  the  mind  of  a  wise  physician,  that 
none  of  the  many  are  really  specifics.  So  too,  when  many 
different  surgical  operations  are  resorted  to  for  the  cure  or  relief 
of  a  certain  lesion,  each  earnestly  recommended  by  the  sup- 
posed deviser  of  the  operation,  it  is  quite  probable  that  not  one 
of  the  many  methods  is  as  successful  as  its  sanguine  author 
would  have  us  believe.  Still,  when  but  few  are  satisfied  with 
the  present  results  of  a  therapeutic  agent  or  surgical  operation, 
we  are  all  justified  in  our  efforts  to  find  something  better. 
And,  therefore,  to-day  we  are  almost  too  willing  to  give  up 
the  old  method  for  the  new,  without  the  theoretical  or  clinical 
proof  that  the  latter  is  the  better.  But  when  there  is  con- 
vincing evidence  that  an  improvement  has  been  made  in  medi- 
cine or  in  surgery,  we  have  arrived  at  that  happy  stage  when 
no  prejudice,  stupidity,  or  ethical  code  is  a  sufficient  excuse 
for  our  nou-acceptance  of  the  fact.  Never  was  there  a  time 
when  the  maxim  "  Sui  non  proticit,  deficit"  was  more  literally 
true  than  with  us  to-day,  in  our  profession. 

There  have  been  very  many  slightly  different  operations 
recommended  for  the  restoration  of  the  torn  perineum  and 
sphincter  ani  in  the  female.     After  each  method  there  have 
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been  successful  results.  The  Baker-Brown  (|uill-.snture  ope- 
ration, the  Thomas,  the  Emmet,  the  Schroeder,  my  own 
method  witli  the  change  in  the  after-treatment,  and  later  the 
very  similar  method  by  Skene.  Every  one  of  these  methods 
has  had  its  earnest  advocates,  and  could  the  operation 
always  have  been  done  by  a  wise  surgeon,  and  the  patient 
nursed  by  a  reliable  nurse,  excellent  results  would  liave  been 
the  rule,  especially  if  they  had  adopted  the  after-treatment 
advocated  by  me  (see  New  York  Med.  Record,  July  1,  1882), 
of  keeping  the  bowels  loose  for  ten  days  after  the  operation. 
But  such  was  not  the  case.  The  country  piiysician  saw 
Brown  or  Emmet  or  Thomas  operate,  and  went  home  and 
operated  himself.  He  was  not  always  a  wise  surgeon,  or 
good  gynecologist,  and  the  work  was  not  well  done.  And 
he  did  not  have  a  Margaret,  of  twenty  years'  experience,  to 
nurse  the  patient,  and  protect  the  perineum  when  the  bowels 
were  first  moved  on  the  eighth  or  tenth  day.  Consequently 
three  cases  out  of  every  four  were  failures. 

These  facts  induced  me  to  study  this  subject  most  carefully, 
and  I  thought  I  had  made  some  improvements  in  the  technique 
of  the  operation,  and  in  the  after-treatment,  \vhen  I  wrote  my 
first  paper  on  this  subject  in  1882.  The  change  in  the  after- 
treatment  as  advocated  by  the  late  Dr.  Dunster  and  myseli 
in  the  United  States,  and  by  Allingham  and  Edis  in  England, 
has  had  a  very  happy  effect  upon  the  results  of  the  operation 
by  all  gynecologists.  But  a  different  method  of  operating  has 
been  practised  by  Mr.  Tait,  and  advocated  by  those  who  have 
seen  him  operate.  My  belief  that  this  operation,  when  per- 
fected, and  I  hope  I  shall  help  to  perfect  it,  is  the  best  yet 
devised,  is  my  only  reason  for  preparing  this  short  paper. 

Within  the  past  year  we  have  had  this  operation  described 
with  cuts  to  illustrate  it,  by  Fancourt  Barnes  {International 
Medical  Annals,  1890,  p.  363),  by  Munde,  with  two  beautiful 
chromo-lithographic  jjlatcs  (Amer.  Journ.  Ohsid.,  1889,  p.  673), 
and  by  Macphalter  {Amer.  Journ.  Obstet.,  1889,  p.  1146).  We 


HORACE  TRACV  HANKS.  277 

have  also  had,  in  the  past  few  years,  more  or  less  carefully 
prepared  descriptions  of  this  method  of  operating,  by  Sanger, 
Martin,  Johnstone,  and  others.  I  desire  to  help  to  make  the 
different  steps  of  the  operation  even  more  plain  tlian  has  yet 
been  done,  to  the  end  that  it  may  be  performed  successfully 
by  any  intelligent  and  wise  physician  and  surgeon,  even 
though  he  may  not  be  a  professional  gynecologist. 

From  an  experience  of  four  years  in  this  method  of  doing 
the  operation,  I  am  convinced  that  it  is  the  most  simple  to 
do,  most  quickly  done,  and  most  sure  in  its  results.  Cer- 
tainly, if  such  are  the  facts,  it  is  the  operation  par  exceUence. 
I  have  not  performed  this  operation  during  this  time  to 
the  exclusion  of  alUother  methods,  but  I  have  faithfully 
compared  the  results  of  the  old  and  of  this  new  method,  by 
operating  often  on  the  same  day  by  both  methods  in  the 
Post-Graduate  Hospital,  in  the  Woman's  Hospital,  and  in 
private  practice. 

The  results  of  the  flap-splitting  operation,  when  the  tear 
extends  through  the  sphincter,  have  been  so  much  better  than 
formerly,  that  I  shall  not  resort  to  the  former  method  again 
unless  new  complications  arise  and  unexpected  results  follow. 
My  last  five  operations  for  restoring  the  perineum  where  the 
sphincter  had  been  involved  have  been  done  by  the  latter 
method,  and  there  have  been  no  failures,  but,  on  the  contrary, 
each  operation  has  been  followed  by  most  excellent  results. 

Case  I. — Mrs.  R.,  forty- three  years  of  age.  Laceration  extend- 
ing through  sphincter,  occurred  six  months  before,  in  her  first 
confinement.  Very  great  relaxation  and  eversion  of  vagina. 
Assisted  by  Drs.  Talbot  and  Lloyd,  I  operated  Nov.  15,  1889. 
Usual  preparation,  and  flap-splitting  operation  as  here  described. 
Five  silkworm-gut  sutures  used.  Suture  removed  on  tenth  day. 
Some  cutting  around  anus  by  lower  suture  had  taken  place,  but 
the  union  of  sphincter  and  perineum  was  perfect,  and  has  so 
continued. 

Case  II. — Mrs.  C,  mother  of  five  children.  Laceration  with 
second  child.     I  restored  the  parts  by  the  Emmet  method,  at  her 


278     LACERATIONS  INVOLVING  THE  SPHINCTER  AN  I. 

home,  after  one  failure  in  the  Woman's  Hospital,  by  the  same 
method.  With  her  third  child  she  suffered  a  second  laceration 
through  the  sphincter.  She  conceived  again  before  an  operation ' 
was  performed,  and  again  aft;er  the  fourth  child ;  she  soon 
became  pregnant,  and  wjis  safely  delivered  of  her  fifth  child  two 
weeks  before  this  operation.     Did  not  nurse  the  child. 

The  sphincter  and  one  inch  of  the  rectum  were  involved  in  the 
laceration.  Usual  operation,  Drs.  Abbott  and  Lloyd  assisting. 
The  rectal  wall  was  sewed  as  pictured  in  Fig.  3,  R,  with  No.  1 
catgut,  continuous  suture ;  silkworm-gut  sutures  to  sphincter 
and  perineum.  Bowels  kept  loose  for  ten  days,  when  external 
sutures  were  removed.     Perfect  result. 

Case  III. — Mrs.  K.,  patient  of  Dr.  Robinson.  Was  nursing  her 
six  months'  old  child.  Laceration  extencied  completely  through 
sphincter,  but  did  not  involve  the  rectal  wall.  Operation  May 
6, 1890,  at  the  Post-Graduate  Hospital,  before  a  full  class.  Dr. 
Boyd,  of  Albany,  Dr.  Robinson,  and  Dr.  Bullard  present.  The 
usual  flap-splitting  operation.  Silkworm-gut  sutures  for  sphinc- 
ter, catgut  sutures  for  perineum.  Patient's  bowels  kept  loose. 
Suture  removed  on  tenth  day.  Patient  discharged  cured  four- 
teen days  after  operation,  with  perfect  control  over  sphincter. 

Case  IV. — Mrs.  S.,  patient  of  Dr.  Jackson,  not  fully  re- 
covered from  a  very  severe  labor  which  occurred  nine  weeks  pre- 
viously. Laceration  extended  through  sphincter  and  up  rectum 
for  one  inch.  Operation  June  11, 1890.  Present :  Drs.  Jackson, 
Lloyd,  Aspell,  and  Gunning.  The  illustrations  here  shown  are 
from  drawings  made  at  this  time  by  my  friend  Dr.  Aspell,  and 
represent  exactly  the  conditions  before,  during,  and  after  the 
operation.  (See  Figs.  1,  2,  3,  4.)  The  usual  catgut  suture  was 
used  in  rectum,  after  splitting  the  septum.  (See  Fig.  3,  R.)  Silver 
wire  to  secure  the  sphincter,  fastened  with  lead  plate.  (See  Fig. 
4,  B.)  For  perineum,  a  No.  4  catgut.  (See  Fig.  3  ;  1,  2, 3, 4,  5.) 
Bowels  kept  loose.  Sutures  in  sphincter  removed  on  tenth  day. 
Result  perfect. 

Case  V. — Mrs.  C,  patient  of  Dr.  Fanning.  Sphincter  torn  with 
first  child.  No  operation.  In  her  second  labor,  three  days  pre- 
vious to  this  operation,  the  laceration  had  extended  up  the  rectal 
wall  a  full  inch.     Operation  June  1,  1890.     Drs.  Fanning,  Tal- 
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bot,  and  Young  assisting.  Operation  as  usual  when  rectum  is 
involved.  Silver  wire  used  in  sphincter,  and  catgut  in  perineum, 
She  had  frequent  diarrhoeal  passages  each  day,  until  sutures  were 
removed  on  the  tenth  day.  Result,  a  perfect  sphincter  and 
perineum. 

I  have  never  performed  this  operation,  where  the  sphincter 
is  involved,  in  seven  or  ten  minutes.  I  do  not  recommend  it 
because  Mr.  Tait,  or  anyone  else,  can  do  it  in  five  minutes. 
But  I  do  recommend  the  operation,  because  when  it  is  well 


Fig.  1. 


Appearance  of  the  rupture  when  hibi;i  arc  separated. 


done,  as  here  described,  it  is  less  tedious,  less  difficult,  and 
more  successful  than  any  other.  I  would  say  in  passing, 
however,  we  have  no  right  to  undertake  any  operation,  unless 
we  are  prepared  to  give  it  all  the  time  it  requires.  I  saw  Mr. 
Tait,  in  his  own  hospital,  do  a  perineorrhaphy  in  from  five  to 
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seven   minutes.     It  woulil    have  been  done  better,  even  by 
him,  had  he  spent  twelve  minutes  in  doing  it. 

I  prepare  my  patient  in  the  usual  manner,  having;  hor  in 
the  best  possible  physical  condition,  by  judicious  feeding  and 
tonics.  Bowels  to  be  thoroughly  moved  each  day  for  several 
days.  The  rectum  to  be  thoroughly  unloaded  with  an  enema 
on  the  morning  before  the  operation.  The  hairs  to  be  re- 
moved from  labia  and  raons  with  scissors  or  razor.  The  parts 
well  washed  with  a  germicide  fluid  (bichlor.  1  to  1000  or  1  to 
2000).  When  the  patient  is  on  the  table,  well  anaesthetized, 
and  in  the  lithotomy  position,  the  vagina  and  rectum  should 
be  well  douched  with  bichloride  1  to  4000.  Then  I  fill  the 
upper  rectal  pouch  with  a  few  cotton  balls  which  have  been 
soaked  in  and  wrung  out  of  hot  antiseptic  water.  These  balls 
should  be  attached  to  one  string,  in  such  a  manner  that  trac- 
tion on  the  string  will  remove  them  one  at  a  time,  until  all 
are  removed.  There  should  be  an  assistant  on  each  side,  to 
steady  each  thigh.  The  parts  should  now  be  thoroughly 
examined,  and  the  open,  everted  vagina  and  rectum  should 
be  firmly  pressed  with  a  napkin  wrung  out  of  hot  water,  that 
the  exact  location  of  the  cicatrix,  and  the  condition  of  the 
vaccina,  mav  be  ascertained.  Then  with  tenacula  inserted  at 
the  parts  which  represent  the  carunculre,  the  labia  must  be 
approximated,  and  the  vagina  thus  closed  ibi*  inspection. 
Only  by  this  careful  examination  can  it  be  determined  where 
to  begin,  and  how  deep,  and  how  far,  to  extend  the  incisions. 

In  order  to  avoid  any  delay  which  would  be  occasioned  by 
the  bleeding  from  the  perpendicular  cuts  parallel  to  the  nym- 
phs, if  these  were  made  first  (see  Fig.  2,  C,  D,  and  A,  B), 
I  always  begin  the  operation  by  making  an  incision  with  scis- 
sors near  to,  but  below  the  end  of  the  torn  sphincter  on  the 
patient's  left,  a.s  represented  in  Fig.  2,  and  cut  or  split  the 
rectum  from  the  vagina,  from  the  torn  sphincter,  up  to  the 
angle  of  the  tear,  E,  in  the  recto-vaginal  septum.  (See  Fig.  2, 
D,  E.)  I  then  split  it  for  a  full  half-inch  at  the  angle  E, 
which  must  be  done  carefully  and  methodically,  so  as  not  to 
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cut  down  into  the  rectum,  or  up  into  the  viigina.  Then  I 
begin  on  tlie  opposite  side  of  the  anus  at  B,  and  cut  up  toward 
the  angle  of  the  tear,  E,  in  the  recto-vaginal  septum  in  a 
similar  manner. 


Fig.  2. 


Showing  line  of  first  incision  witli  scissors.  D,  E,  B,  recto-vaginal  septum — 
•which  has  been  split  from  D  around  angle  E,  and  down  to  B,  on  the  patient's 
right.  D  and  B  are  on  a  level  with  floor  of  anus.  C  D  and  A  B,  direction 
of  upright  incisions. 


And  just  here  we  find  is  one  secret  of  the  success  of  this 
method  of  operating.  Instead  of  denudiug  and  removing 
the  edge  of  this  recto-vaginal  septum  around  E  as  formerly, 
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leaving  hut  a  thin  oclge  with  which  to  repair  the  weakest  of 
all  the  parts  to  be  repaired,  I  now  split  this  tissue  of  the 
recto-vaginal  septum  for  one-half  incii,  and  in  this  new 
method  have  two  flaps  of  one-half  inch  each,  and  thus  a 
full  inch,  with  which  to  repair  this  portion  of  the  lesion. 
These  slits  can  be  made  with  the  usual  sharp- pointed,  straight 
scissors,  or  with  almost  any  pair  of  scissors  or  scalpel,  with 
which  one  is  in  the  habit  of  working.  It  is  very  necessary 
that  a  careful  inspection  siiould  be  made  before  any  cutting  is 
resorted  to,  that  the  points  where  it  is  necessary  to  cut  may 
be  fixed  in  the  mind  of  the  operator  before  beginning. 

The  location  of  the  points,  B  and  Z),  to  tlie  right  and  to 
the  left  of  the  anus,  where  I  begin  this  incision,  must  be  on 
a  level  witii  the  lowest  part  of  the  anus ;  otherwise  the  fibres 
of  the  external  sphincter  will  not  be  caught.  An  incision 
fully  a  quarter  of  an  inch  deep  will  generally  be  required  to 
accomplish  this  purpose.  The  ends  of  the  sphincter  must  be 
reached,  whether  the  incision  has  to  be  deep  or  shallow. 
After  these,  incisions  at  B  and  D  to  the  right  and  left  of  the 
anus  are  made,  and  the  recto-vaginal  septum  around  the 
angle  E  has  been  split  for  a  full  half-inch,  and  the  parts 
have  been  in  the  meantime  thoroughly  irrigated  with  hot 
water,  the  vertical  incisions  at  the  points  marked  C  and  D 
and  A  and  B  in  Fig.  2  should  be  made.  These  are  to  be 
fully  one-quarter  of  an  incli  decj)  at  their  lower  ends,  but  not 
so  deep  at  their  upper  ends.  Thou  witli  scissors  or  scalpel, 
or  handle  of  scalpel,  dissect  back  for  a  little  distance  under 
the  tissue,  which  makes  the  flaps  marked  E,  D,  C,  and  A, 
B,  E,  in  Fig.  2.  The  parts  are  then  prepared  for  the  sutures. 
There  will,  in  this  way,  be  no  loss  of  tissue,  unless  it  may  be 
found  necessary  to  remove  a  couple  of  little  tags  from  the 
flaps,  in  order  to  make  the  parts  coaptate  more  perfectly. 

In  Fig.  3  Dr.  Aspell  has  shown  the  exact  appearance  ot 
the  parts  when  four  tenacula  are  inserted,  and  the  parts  are 
put  on  the  stretch.  This  figure  shows  how  the  rectum  appears 
after  I  have  sewed  up  the  rectal  wall  to  the  anus,  with  a  No. 
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1  continuous  catgut  suture  (Fig.  3,  R).  This  I  always  do 
when  the  rectum  is  involved  for  more  than  half  an  inch.  I 
believe  we  may  and  do  have  many  succes-jcs  without  this  step, 


Fig.  3  shows  wound  fully  opened  with  the  four  tenacula,  T,  T',  T",  T"' ; 
N,  the  Hanks-Peaslee  needle,  with  carrying  thread,  for  drawing  the  silver  wire 
W.  This  first  suture  must  be  deep  enough  to  catch  ends  of  sphincter  on  either 
side  of  anus.  Dotted  lines  1,  1'  and  2,  2',  etc.,  indicate  directions  of  later 
sutures. 

but  I  am  sure  I  have  many  successes  with  it ;  and  I  know 
it  is  better  surgery,  and  takes  but  a  few  minutes  to  do  it,  and 
do  it  well. 

In  placing  the  most  important  suture  of  all  in  this  opera- 
tion, I  use  a  delicate  Hanks-Peaslee  needle,  with  carrying 
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thread.  However,  a  comraou,  small  Peaslee  needle,  or  a 
long,  delicate  Hagedoru*  needle,  or  a  small,  round-pointed 
needle,  slightly  curved,  will  answer  the  purpose. 

Under  no  circumstances  should  a  large  needle  be  used,  but 
every  precaution  taken  to  avoid  an  unnecessarily  large  punc- 
ture. The  very  important  rule  to  follow  is  to  insert  the 
needle-point  even  lower  than  is  indicated  in  Fig,  3.  In  this 
case  the  Hanks-Peaslee  needle  was  inserted  and  the  silver 
wire  was  threaded  into  the  carrying  thread  at  the  angle  of 
the  recto-vaginal  tear  (see  Fig.  3),  and  on  the  withdrawal  of 
the  needle  the  silver  wire  was  left  in  situ  on  the  left  side  of 
the  laceration. 

It  will  be  noticed  that  the  first  suture  enters  the  uudenuded 
tissue  on  each  side  below  the  level  of  the  anus.  It  enters  the 
parts  which  have  not  been  denuded  ;  the  figure  is  slightl}'  at 
fault  here.  The  needle  must  be  passed  downward  at  first, 
that  there  may  be  no  doubt  about  catching  all  the  fibres  of 
the  sphincter  ani,  and  continued  downward  until  it  reaches 
and  includes  in  its  sweep  a  few  fibres  of  the  levator  ani 
muscle.  Its  point  must  be  carefully  guided  in  its  progress 
upward  toward  the  angle  of  the  laceration  by  the  second 
finger  of  the  left  hand  of  the  operator,  which  is  inserted  in 
the  rectum.  The  figure  is  here  again  at  fault — the  second, 
not  the  first  finger,  is  the  finger  to  use  in  the  rectum.  This 
finger  can  and  ought  to  be  kept  there  during  the  insertion  of 
all  the  other  sutures.  After  the  first  or  second  suture  has  been 
inserted  a  long  curved  needle  can  be  carried  directly  around 
to  the  point  corresponding  to  its  entrance.  At  first,  however, 
if  the  rectum  has  been  badly  lacerated,  it  is  much  safer  to 
insert  the  needle  twice  in  introducing  one  suture.  After  the 
silver-wire  suture,  or  the  sutures  which  are  to  catch  up  the 
fibres  of  the  sphincter,  has  or  have  been  inserted,  using  one 
or  two  silver  wires  as  may  be  necessary,  the  remaining  sutures 
should  be  inserted  at  and  make  their  exit  from  the  edges  of 
the  wound  on  either  side.  No  skin  need  be  caught  in  any 
but  the  sphincter  sutures.     These  upper  sutures  can  be,  and 
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I  believe  should  be,  of  the  best  No.  3  or  No.  4  catgut.  There 
should  be  four  or  five  of  these  catgut  sutures.  (See  Fig.  3, 1, 
2,  3,  4,  5.)  In  iuserting  the  needle,  great  care  should  be 
exercised  that  it  takes  and  keeps  the  proper  direction,  that  all 
unnecessary  wounding  of  the  delicate  tissue  around  the  recto- 
vaginal septum  may  be  avoided,  that  as  little  traumatism  as 
possible  may  be  produced.  Several  failures  of  which  I  have 
been  cognizant,  I  believe  were  due  to  unnecessary  punctures 
with  too  large  a  needle,  whereby  a  small  vessel  was  wounded 
and  a  clot  of  blood  left  to  become  a  focus  of  inflammation. 

It  is  not  so  much  the  variety  of  the  suture  material  used, 
if  it  is  aseptic,  as  the  manner  of  its  insertion,  which  is  all- 
important.  The  upper  catgut  suture  (Fig.  3)  can  be  inserted 
first  at  a  point  in  this  upper  flap  midway  between  A  and  C, 
thus  completely  closing  the  floor  of  the  vagina  at  this  point 
with  a  catgut  suture.  Fig.  4  represents  the  exact  appearance 
of  the  parts  after  all  sutures  have  been  tied  and  the  ends  of  the 
silver  wire  have  been  passed  through  the  lead  button  (Fig.  4, 
B)  and  twisted  outside  the  button.  This  button  may  not  be 
necessary,  but  on  several  occasions  I  have  found  this  suture 
has  been  inclined  to  cut,  from  the  great  strain  upon  it,  and  I 
therefore  use  a  small  lead  button  with  two  holes  in  the  centre 
for  the  wires,  and  have  found  that  it  has  occasioned  no  discom- 
fort, and  has  not  only  prevented  the  suture  from  becoming 
embedded  in  the  soft  parts,  but  it  has  also  prevented  the  con- 
stant pricking  of  the  ends  of  the  wire  or  silkworm-gut.  This 
button  is  made  of  thin  lead  plate,  about  three-quarters  of  an 
inch  in  its  short  diameter,  and  one  and  one-half  inches  in  its 
long  diameter,  with  round  edges  and  of  a  double  elliptical 
shape.  It  can  be  made  by  any  surgeon  in  five  minutes.  Or, 
if  not  convenient  to  make,  a  pearl  button  one  inch  in  diameter 
will  answer  the  purpose. 

The  silver-wire  sutures  should  remain,  if  all  goes  well, 
from  ten  to  twelve  days.  If  other  material  than  catgut  is 
used  for  the  remaining  suture,  they  can  be  removed  in  eight 
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to  twelve  days.  The  bowels  should  be  moved  on  the  second 
day  and  on  each  day  thereafter,  and  the  stools  must  always 
be  kept  soft  until  after  the  tenth  day.  The  diet  should  be 
nourishing,  consisting  of  broths,  .soups  and  meats,  soft-boiled 
eggs,  baked  fruits,  well  masticated.  "We  have  often  in  the 
past  erred  in  feeding  our  patients  too  sparingly  of  blood- 
making  foods. 

Fio.  4. 


Final  appearance  when  all  sutures  are  fastened. 

In  conclusion,  I  will  say  that  I  believe  that  this  operation, 
as  here  described,  can  be  made  quite  plaiu  to  the  student,  can 
be  safely  and  quickly  done ;  that  the  success  will  be  as  perfect 
a  success  as  is  possible  by  any  method,  and  that  the  failures 
will  be  less  frequent,  and  when  they  occur  the  parts  will  be 
in  no  worse  condition  for  a  future  operation. 
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DISCUSSION. 


Dr.  Howard  A.  Kelly,  of  Baltimore. — I  would  like  to  hear 
from  Dr.  Dudley,  of  Chicago,  whose  wonderful  work  in  plastic 
surgery  is  so  well  known. 

Dr.  E.  C.  Dudley,  of  Chicago.— I  have  seen  this  operation 
by  Tait,  and  the  characteristic  routine  speed  with  which  he  per- 
forms it.  I  have  tried  the  operation  and  invariably  succeeded  in 
getting  union.  In  two  cases,  however,  a  little  pus  formed  back 
in  the  deepest  part  of  the  wound,  resulting  in  each  case  in  a 
small  fistula-in-ano  which  gave  some  annoyance  and  impaired  to 
a  slight  degree,  although  not  completely,  the  result. 

I  do  not  often  do  this  operation  now,  for  the  reason  that  it  does 
not  seem  to  me  in  the  majority  of  cases  to  bring  together  the 
parts  which  have  been  torn  apart ;  that  is,  it  is  not  a  restorative 
operation,  but  rather  a  substitute  for  an  operation  which  might 
restore. 

May  I  say  a  word  in  regard  to  perineorrhaphy  in  general,  and 
especially  in  regard  to  the  large  number  of  operations  which  have 
been  devised?  If  a  thoroughly  scientific  and  satisfactory  article 
were  to  be  written  on  the  subject  of  perineorrhaphy,  it  would  not 
be  an  article  describing  these  various  procedures,  but  it  would 
treat,  in  a  general  way,  of  operating  in  such  a  manner  as  to 
restore  the  parts  to  the  condition  in  which  they  were  before  they 
were  torn.  The  first  step  must  be  to  find  the  landmarks,  and 
Emmet  has  told  us  how  to  do  this  by  bringing  together  the  lowest 
caruncula  myrtiformis  on  either  side  with  tenacula  ;  when  this  is 
done  we  can  discern  the  directions  of  the  original  rent  and  the 
cicatrices.  On  the  correct  observation  of  this  landmark  will  de- 
pend the  method  by  which  we  must  proceed  to  restore  the  peri- 
neal body,  so  as  to  leave  the  vaginal  outlet  with  an  annular  hymen. 
I  think  the  failure  to  study  these  cases  with  the  remains  of  the 
hymen  as  a  guide  accounts  for  the  numerous  methods  of  perine- 
orrhaphy. I  allow  the  bowels  to  be  confined  only  for  a  short 
time  even  in  complete  lacerations.  The  feces  should  not  have 
time  to  become  hard.  At  the  end  of  thirty-six  to  forty-eight 
hours,  I  give  a  cathartic,  and  before  movement  an  enema  of  water. 
In  this  way  the  stools  are  kept  soft  until  union  is  completed. 
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For  an  operation  for  laceration  involving  the  sphincter  no 
method  can  be  laid  down  as  applicable  in  every  case.  In  a 
general  way  I  would  first  close  the  rectal  side  of  the  rent  with 
catgut  sutures  and  then  after  noting  the  direction  of  the  tear 
I  would  close  it  with  silkworm-gut  sutures  close  together  and 
rather  deep.  First  restore  the  rectal  side  of  the  rent  and 
thereby  reduce  the  case  to  one  of  incomplete  laceration,  to  be 
treated  as  such.  The  entire  restoration  of  the  sphincter  ani 
muscles  and  perineum  should  be  done  at  one  operation.  A  single 
word  in  regard  to  this  perineal  body,  although  not  strictly  in  the 
line  of  the  paper.  The  size  of  the  perineal  body  has  very  little 
to  do  with  its  efficacy.  There  may  be  a  small  perineal  body, 
but  the  perineum  being  well  up  under  the  pubes,  close  to  the 
anterior  wall  of  the  vagina,  no  harm  results ;  on  the  other  hand, 
a  very  large  perineal  body  not  torn,  but  in  complete  subinvolu- 
tion, relaxed,  and  occupying  a  location  down  toward  the  coccyx, 
may  give  no  support  for  the  anterior  vaginal  wall,  but  will  pro- 
duce all  the  evils  of  a  lacerated  perineum.  Therefore  it  is  not 
so  much  the  question  of  size  of  the  })eriueal  body  as  its  location — 
it  must  be  well  up  under  the  pubes ;  but  if  it  be  ever  so  large  and 
is  located  down  toward  the  tip  of  the  coccyx,  and  relaxed,  it  will 
not  perform  its  functions,  and  an  operation  for  contraction  of 
the  vaginal  outlet  is  quite  as  imj^ortant  as  if  it  had  been  exten- 
sively torn. 

Dr.  William  M.  Polk,  of  New  York. — The  last  remark  ot 
Dr.  Dudley  covers  the  ground  exactly.  The  whole  subject  turns 
on  the  levator  ani  muscles,  not  the  perineal  body  at  all,  and  upon 
those  portions  of  the  muscles  which  correspond  to  the  sling,  so 
to  speak,  of  the  prostate  in  the  male — those  fibres  which  pass  from 
the  body  of  the  pubic  bone  backward  and  meet  each  other  at  the 
side  of  the  rectum  in  front  of  and  behind  it ;  if  these  are  taut 
and  in  good  condition,  not  in  a  state  of  relaxation  and  subinvo- 
lution, they  drag  forward  or  rather  hold  forward  the  tissues  in 
the  position  mentioned,  that  is,  well  up  toward  the  pubic  bone, 
pulling  the  posterior  wall  of  the  vagina  forward  and  of  necessity 
supporting  the  weight  of  the  pelvic  organs. 

Dn.  Dudley. — In  operating  for  lacerated  perineum  it  has 
been  my  custom  for  the  past  five  years  to  introduce  each  suture 
and  tie  it  before  inserting  the  next,  instead  of  introducing  all 
the  sutures  and  then  tying  them,  as  is  usually  done.     The  reason 
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for  this  is  that  the  sutures  are  less  likely  to   antagonize  one 
another  if  introduced  and  tied  one  by  one. 

But  after  a  suture  has  been  tied  and  the  ends  cut  off,  the  free 
ends  are  apt  to  turn  back  into  the  wound  and  be  in  the  operator's 
way.  In  order  to  get  them  out  of  the  way,  I  fell  into  the  habit, 
as  soon  as  the  suture  was  tied,  of  catching  it  with  a  Pean's  for- 
ceps, of  cutting  off  the  superfluous  part,  and  of  then  placing  the 
forceps  in  the  hand  of  an  assistant  who  should  hold  the  suture 
out  of  the  wound.  I  soon  discovered  this  to  be  an  exceedingly 
valuable  feature  of  the  operation  for  an  additional  reason  which 
I  shall  presently  indicate. 

In  Emmet's  operation  for  perineorrhaphy,  let  the  first  suture 
be  introduced  and  tied  in  the  angle  of  the  sulcus  on  one  side. 
Then  clamp  that  suture  with  forceps,  by  means  of  which  an  assist- 
ant shall  make  firm  traction  toward  the  pubes  while  the  next 
suture  is  being  placed  and  tied.  Then  drop  the  first  suture, 
seize  the  second  in  the  forceps,  and  introduce  the  third  precisely 
as  the  second  was  introduced,  and  so  on  until  the  requisite 
number  have  been  inserted,  and  tied  one  by  one  on  that  side. 
Repeat  this  in  the  opposite  sulcus. 

Then  introduce  a  suture  through  the  lowest  caruncle  on  the 
left  side,  carry  it  around,  buried  all  the  way,  out  through  the 
lowest  caruncle  on  the  opposite  side.  This  suture  when  tied  will 
bring  the  lowest  two  caruncles  and  the  crest  of  the  rectocele 
together  and  will  completely  restore  the  remains  of  the  hymen  to 
its  normal  annular  form.  Let  this  suture  be  seized  with  the  for- 
ceps as  before,  and  the  uterine  portion  of  the  wound  may  be  closed 
in  the  same  way  in  which  the  sulci  were  closed — that  is,  while 
each  suture  is  being  introduced  and  tied,  firm  traction  should  be 
made  upward,  in  the  direction  of  the  pubes,  on  the  preceding 
suture. 

If  the  perineum  is  closed  in  this  way  it  is  surprising  to  see 
how  it  has  been  brought  up  so  as  fairly  to  hug  the  pubes.  In- 
deed, the  posterior  part  of  the  vaginal  outlet  will  almost  exert 
pressure  upon  the  neck  of  the  bladder  and  the  pubes. 

By  this  method  the  operator  will  never  fail  to  get  the  perineum 
into  its  normal  position. 

Gyn  Soc  19 


THE  RESEMBLAI^CE  OF  SOME  FORMS  OF 
BENIGN  DISEASE  TO  MALIGNANT. 


Bt  Edward  W.  Jknks,  M.D., 
Detroit. 


At  the  meeting  of  the  Michigan  State  Medical  Society,  in 
June  last,  I  read  a  short  clinical  paper  on  a  similar  subject. 
In  the  brief  article  I  present  to  you  to-day  I  purpose  follow- 
ing the  same  general  line  of  thought.  I  offer  this  subject 
with  the  hope  that  it  may  elicit  some  discussion  upon  a  topic 
of  great  interest  not  alone  to  the  gynecologist,  but  to  the 
general  practitioner.  The  utterances  of  this  Society  are,  to 
quite  an  extent,  considered  as  authoritative,  and,  therefore,  a 
discussion  by  its  Fellows  upon  a  gynecological  subject  exerts 
a  wide  influence. 

With  the  advance  of  science,  the  growth  of  specialties,  the 
increased  facilities  of  schools  and  hospitals,  a  knowledge  of 
clinical  and  pathological  differences  between  benign  and 
malignant  disease  has  been  more  widely  disseminated  than 
formerly,  and  ordinary  cases  of  either  class  are  not  often 
mistaken.  There  still  remain,  however,  many  extraordinary 
cases  which  tax  tiie  skill  of  the  acutest  diag-uosticians.  Some- 
times  benign  disease  is  found  masquerading  in  the  symptoms 
of  malignancy  ;  and  again,  like  a  wolf  in  sheep's  clothing, 
malignancy  puts  on  the  disguise  of  the  benign. 

If  it  is  a  serious  thing  to  operate  upon  a  malignant  growth 
supposing  it  benign,  bringing  no  alleviation  to  the  patient 
and  disappointment  to  the  surgeon,  what  a  grievous  thing 
it  is  to  find,  when  too  late,  that  an  apparently  malignant  dis- 
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'ease  would  have  })een  amenable  to  treatment  and  that  that 
treatment  has  not  been  employed.  Anaemia,  exhaustion  from 
pressure,  and  septicseraia,  in  cases  of  benign  tumors  have  had 
their  victims  as  well  as  carcinoma. 

Case  I.  Septiccemia  and  Supposed  Cancer  of  the  Uterus. — The 
following  case  is  quite  a  unique  one,  as  a  relation  of  its  peculi- 
arities will,  in  my  opinion,  demonstrate.  There  is  one  point  of 
some  interest  to  myself,  at  least,  to  which  I  desire  to  allude, 
namely,  the  physician  by  whom  I  was  called  to  visit  this  patient 
was  a  well-known  general  practitioner  with  a  large  and  varied 
experience,  who  was  openly  a  bitter  opponent  to  specialism  in 
any  branch  of  medicine  or  surgery.  He  informed  me  that  the 
patient  he  wished  me  to  visit  had  been  exclusively  under  his 
care  for  many  years,  but  now  she  was  "  very  feeble  in  conse- 
quence of  cancer  of  the  uterus ;  there  could  be  no  doubt  about 
the  character  of  her  disease,  and  the  diagnosis  was  easy  enough," 
but  he  questioned  the  propriety  of  doing  anything  beyond  making 
her  as  comfortable  as  possible  during  the  short  time  she  might 
live. 

The  patient,  who  was  in  her  sixtieth  year,  had  lately  grown 
rapidly  feeble,  and  at  the  time  of  my  visit  showed  unmistakable 
signs  of  septicaemia.  An  odor  of  putrefaction  pervaded  not  her 
room  alone,  but  the  entire  house.  On  making  a  digital  vaginal 
examination  I  felt  a  very  peculiar  substance  which  seemed  to  be 
grasped  by  the  upper  portion  of  the  vagina  and  there  retained. 
I  was  unable  to  detach  or  remove  any  part  of  this  mass  with  my 
finger,  but  after  the  insertion  of  the  speculum  I  tore  off  a  portion 
with  the  dressing-forceps  which  proved  to  be  a  piece  of  sponge, 
and  by  further  efforts  of  the  same  kind  succeeded  in  removing 
in  pieces  quite  a  large  sponge.  A  considerable  surface  of  the 
sponge  had  become  adherent — a  veritable  case  of  sponge-grafting. 
It  had  been  the  habit  of  the  physician  to  introduce  a  sponge  in 
the  patient^s  vagina  for  a  pessary,  as  she  had  prolapsus  uteri. 
He  informed  me  that  he  considered  this  the  best  form  of  vaginal 
pessary.  He  said,  however,  that  the  time  of  inserting  the  last 
one  had  been  over  two  years  before.  As  the  patient  speedily 
regained  her  health  it  was  ascertained  that  the  sponge  placed  in 
the  vagina  two  years  before  had  been  forgotten  by  both  physi- 
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cian  and  patient,  and  was  the  cause  of  all  the  discomfort  and 
stench  to  which  the  patient  and  her  household  had  been  for  some 
subjected. 

I  was  much  surprised  afterward  to  learn  that  neither  the 
patient  nor  her  friends  were  aware  of  the  character  of  the 
substance  that  was  removed,  but  believed  that  a  rare  and 
difficult  surgical  operation  had  been  performed  by  means  of 
which  her  life  had  been  saved. 

I  have  met  during  my  professional  life  a  number  of  benign 
growths  of  the  uterus  w^iich  have  been  previously  pronounced 
malignant,  but  I  will  relate  only  two  cases  and  of  these  it 
can  be  said  that  sufficient  time  has  elapsed  since  first  coming 
under  my  observation  to  prove  their  benign  character. 

Case  II.  Sloughing  Myo-fibroma  of  the  Cervix. — Mrs.  B.,  set. 
fifty-two,  a  resident  of  Wisconsin,  was  referred  to  me  as  having 
uterine  cancer.  She  was  the  mother  of  several  children ;  had 
always  been  in  good  health  until  about  two  years  prior  to  con- 
sulting me,  at  which  time  she  began  to  have  attacks  of  hemor- 
rhage, which  she  thought  might  be  due  to  change  of  life, 
although  she  had  ceased  to  menstruate  regularly,  as  she  believed, 
at  the  age  of  forty-eight.  When  I  first  saw  her  the  hemorrhages 
had  ceased,  but  there  remained  an  offensive,  ichorous,  vaginal 
discharge,  which  had  excoriated  the  labia  and  external  parts. 
A  segment  of  the  tumor  was  seen  protruding  which  bled  when 
touched,  and  otherwise  presented  some  of  the  characteristics  of 
malignant  disease.  On  further  examination  I  found  this  tumor 
to  be  continuous  with  the  anterior  lip  of  the  uterus  from  which 
it  originated,  and  that  the  offensive  discharge  came  from  ulcerated 
patches  of  the  tumor.  The  case  was  diagnosed  as  one  of  a  benign 
rather  than  a  malignant  disease  of  the  cervix  uteri.  With  the 
scissors  I  removed  the  growth,  which  weighed,  when  drained  of 
blood,  a  fraction  less  than  two  ounces,  and  proved  by  microscopic 
examination  to  be  a  myo-fibroma.  Over  five  years  have  elapsed 
since  this  operation,  and  there  has  been  no  return  of  any  form 
of  the  disease. 

Case  III.  Inira-uterine  Fibroma. — Mrs.  R.,  a;t.  forty,  of 
nervous  temperament,  married  ten  or  twelve  years,  no  children. 
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Two  years  before  she  had  a  tumor  removed  from  the  breast  by  a 
"  cancer  "  doctor,  which  was  said  to  be  cancerous,  thought  there 
was  no  positive  evidence  in  proof  of  the  statement ;  therefore, 
when  a  growth  appeared  within  the  uterus  it  was  feared  that 
there  was  a  return  of  the  old  disease  with  simply  a  change  in 
locality.  About  a  year  from  the  time  it  was  first  noticed  it  had 
attained  considerable  size,,  and  she  suffered  so  much  from  pain 
that  she  was  obliged  to  resort  to  opiates. 

Although  a  woman  of  considerable  character  she  was  impul- 
sive, and  listened  first  to  one  and  then  another  friend,  each  of 
whom  had  a  different  school  or  remedies,  till  "  between  the  stool 
and  the  chair  she  was  likely  to  come  to  the  ground."  Or,  possi- 
bly, it  was  an  instance  where  "  De  hoc  multi  multa,  omnis  aliquid, 
nemo  satis."  She  had  professional  advice  of  the  most  varied 
character,  that  of  regulars,  homoeopaths,  and  quacks.  During 
one  of  the  periods  of  regular  rule  her  physician  called  me  in 
consultation.  On  examination  I  found  a  large  intra-uterine 
tumor  attached  by  a  broad  base  near  the  fundus.  While  fibroids 
may  be  more  or  less  uneven  it  is  rather  a  rounded  unevenness 
than  otherwise ;  but  this  tumor  was  nodular  in  some  places,  and 
this,  together  with  the  cachectic  look  of  the  patient,  gave  it  a 
very  suspicious  character.  In  spite  of  damaging  appearances  I 
was  not  convinced  that  it  was  malignant,  and  advised  its  imme- 
diate removal.  About  a  month  later,  she  concluded  to  have 
this  operation  done,  for  which  purpose  the  services  of  a  homoeo- 
pathic surgeon  were  engaged.  The  day  before  the  operation  her 
mind  evidently  became  illuminated  with  the  light  of  reason,  for 
she  suddenly  changed  her  plans,  sent  for  me,  and  desired  me  to 
perform  the  operation.  This  I  consented  to  do  only  on  condition 
that  she  should  first  have  a  consultation  with  two  of  her  former 
physicians.  This  she  obtained  the  same  day  ;  I  operated  the 
next  day,  and  removed  a  tumor  the  size  of  a  foetal  head  at  six 
months. 

The  facts  of  the  patient  being  a  nullipara,  and  of  the  high 
attachment  of  the  tumor,  introduced  some  difficulties.  The 
pedicle  could  only  be  reached  with  the  scissors  by  first  cutting 
through  the  growth.  Microscopical  examination  showed  a  few 
spindle-shaped  cells,  which,  in  spite  of  the  hopeful  prognosis 
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from  a  clinical  standpoint,  led  me  to  pronounce  a  gnardal 
opinion  as  to  the  prospects  of  the  return  of  the  disease.  Three 
months  later  I  saw  her  in  good  health,  looking  the  best,  she 
said,  she  had  had  in  several  years.  She  is  not  now  a  resident 
of  Detroit,  but  I  have  heard  of  her  since  as  leading  an  active 
life,  busy  in  social  and  other  matters  as  becomes  a  brilliant 
woman,  the  wife  of  a  prominent  man  in  one  of  the  learned 
professions. 

It  has  been  my  privilege  to  observe  a  number  of  ovarian 
tumors  which  possessed  certain  characteristics  supposed  to 
belong  to  uterine  tumors,  the  most  notable  oue  of  which  has 
been  uterine  hemorrhage.  In  some  instances  these  tumors 
have  been  looked  upon  by  others  beside  myself  as  malignant 
in  character.  I  will  merely  observe  that  in  every  instance 
coming  under  my  notice  of  uteriue  hemorrhage  in  connection 
with  ovarian  tumors  their  pedicles  have  been  short,  fleshy, 
and  very  vascular.  As  this  paper  is  designed  to  be  a  purely 
clinical  one  there  will  be  no  indulgence  on  my  part  in  discus- 
sions of  pathological  or  other  theories.  Among  these  cases 
I  have  selected  only  three. 

Case  IV.  Ovarian  Cyst. — Mrs.  K.,  sat.  forty,  multipara.  When 
I  first  saw  her  the  abdomen  was  distended  with  what  appeared 
to  be  a  cyst  with  adhesions.  The  abdomen  was  tender,  her  tem- 
perature 99°  to  100°,  and  there  had  been  occasional  hemorrhages 
from  the  uterus,  several  of  which  were  profuse.  A  digital  ex- 
amination per  vaginam  would  cause  at  any  time  more  or  less 
discharge  of  blood.  The  uterus  seemed  quite  fixed  by  adhesions 
or  exudations.  The  cervix  uteri  had  been  quite  extensively 
lacerated  in  childbirth,  and  there  being  considerable  ectropion 
and  vascularity  it  could  be  easily  made  to  bleed. 

I  decided,  however,  to  perform  laparotomy,  and  according 
to  my  own  rule  of  practice,  as  every  operation  in  the  outset  is 
exploratory,  I  left  it  until  the  abdomen  was  open  before  deciding 
just  what  the  operation  should  be.  Every  antiseptic  precaution 
was  made  use  of.  The  peritoneum  being  reached,  it  was  found 
in  a  state  of  subacute  inflammation,  extremely  vascular,  and 
with  many  adhesions  in  front.     Further  exploration  revealed  an 


EDWARD   W.  JENKS.  295 

ordinary  ovarian  cyst  of  the  left  ovary,  with  adhesions  to  the 
omentum,  abdominal  walls,  uterus,  and  intestines.  The  most 
serious  of  them  were  those  to  the  omentum  and  abdominal  walls, 
requiring  several  ligatures  to  the  former.  Heat  and  extensive 
compression  with  sponges  failing  to  stop  the  continued  oozing 
from  the  abdominal  walls,  I  was  obliged  to  resort  to  an  heroic 
measure.  This  was  to  introduce  through  the  abdominal  walls, 
including  the  bleeding  peritoneum,  a  long  stitch  on  either  side, 
parallel  to  and  about  four  inches  from  the  incision.  A  Peaslee 
needle  and  heavy  braided  silk  were  used,  and  the  point  of  ingress 
and  egress  were  six  to  eight  inches  apart  before  tying.  This 
puckering  of  the  abdominal  walls  made  ample  compression  upon 
the  bleediug  peritoneum  and  with  good  results.  The  stitches 
were  removed  at  the  end  of  twenty-four  hours.  The  patient 
made  a  rapid  recovery,  with  not  a  single  untoward  symptom, 
unless  I  should  mention  the  great  depression  she  suffered  upon 
the  third  day ;  it  was  not  depression  of  temperature,  however, 
but  of  mind,  on  account  of  not  being  allowed  to  gratify  an  un- 
quenchable desire  for  a  plate  of  beefsteak  garnished  with  onions 
and  accompanied  by  saurkraut. 

It  falls  to  the  lot  of  all  to  encounter  forms  of  disease  so 
ill-defined  in  character  that  it  is  difficult  and  oflen  impossible 
to  decide  under  what  category  to  place  them.  After  all 
resources  of  diagnosis  have  been  exhausted  there  is  still  an 
uncertainty  which  causes  one  to  pause  a  moment  before  deter- 
mining his  course  of  action.  In  these  periods  of  mental 
debate  in  which  there  are  as  many  pros  as  cons  in  regard  to 
surgical  interference,  what  is  it  that  settles  the  question  in 
the  affirmative?  Usually  it  is  that  idea  deeply  rooted  in  the 
mind  of  every  right-thinking  surgeon,  to  give  a  patient  the 
best  chance  for  life.  This  is,  or  should  be,  the  strongest  tenet 
in  the  surgical  creed.  Everyone  believes  in  it,  but  every 
man  must  confess  to  himself — if  to  no  other — that  some  time 
in  his  life  he  has  lacked  the  insight  or  the  courage  to  put  it 
in  action. 

Sometimes  the  decision  is  made  by  what  might  be  called  a 
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suroical  optimi.sm — that  is  to  say,  sanguine  convictions  cou- 
cerningthc  powere  of  nature  and  the  benefits  of"  surgery. 

Certain  surgical  experiences  give  a  turn  sometimes  to  the 
decisions  of  even  the  most  exact,  logical,  and  scientific  minds, 
and  no  hard  and  fast  rules  can  be  laid  down  for  such  con- 
clusions. 

Case  V.  Ovarian  Cyst. — In  July,  1887,  an  unmarried  lady  of 
about  thirty-five  was  referred  to  me  as  a  case  for  hysterectomy. 
She  had  previously  consulted  two  well-known  surgeons,  expe- 
rienced in  abdominal  surgery,  with  each  of  whom  I  conversed 
concerning  the  case ;  one  unhesitatingly  said  that  it  was  a  case 
of  cancerous  disease  involving  the  uterus,  the  only  remedy 
hysterectomy,  and  that  unjustifiable,  therefore  he  emphatically 
refused  to  make  even  an  exploratory  operation  ;  the  other  gentle- 
man was  less  positive  concerning  the  character  of  the  disease, 
and  the  surgical  procedure  to  be  adopted.  The  symptoms  which 
led  to  the  above  conclusions  were  as  follows : 

She  was  very  spare,  and  had  the  aspect  which  is  sometimes 
seen  with  malignant  disease;  the  cervix  uteri  was  large  and 
somewhat  irregular  in  shape,  extremely  vascular  and  bled  when 
touched,  there  were  also  occasional  uterine  hemorrhages,  but  not 
profuse.  There  was  the  evidence  of  a  large  abdominal  tumor, 
which  had  attained  its  present  size  in  only  two  months.  When 
I  saw  her  it  could  not  be  distinctly  felt,  as  the  abdominal  walls 
were  extremely  tense  from  ascites,  intestinal  tympanites,  and  the 
tumor.  I  prescribed  oxgall  and  ginger  for  the  tympanites, 
which  afllbrded  her  great  relief  from  the  extreme  pressure.  I 
next  saw  her  ten  days  after,  when,  from  the  disappearance  of  the 
intestinal  tympanites,  I  was  able  to  make  out  the  perfect  outline 
of  the  tumor,  which  I  then  concluded  was  an  ovarian  cyst.  The 
operation  was  performed  the  following  day.  Upon  opening  the 
abdomen  considerable  ascitic  fluid  was  found,  probably  a  gallon 
in  quantity,  which  must  have  been  caused  principally  by  press- 
ure, as  there  was  but  slight  evidence  of  inflammation.  This  was 
in  front  chiefly,  as  was  shown  by  the  adhesions.  The  tumor  was 
a  multilocular  cyst  of  the  right  ovary,  with  an  extremely  thick 
and  vascular  pedicle.     The  patient  made  a  speedy  recovery.     The 
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cervix  uteri,  which  had  been  previously  designated  as  unmis- 
takably cancerous,  was  not  interfered  with. 

The   patient    married  last   year   and    became   pregnant,  but 
through  an  accident  aborted  at  the  fourth  month. 

Case  VI.   Ovarian  Cyst. — Mrs.  D,,  multipara,  first  consulted 
me  in  the  early  part  of  1886,     She  was  then  fifty-six  years  of 
age.     About  three  years  prior  to  her  consulting  me  she  suffered 
from  severe  abdominal  pain,  with  occasional  attacks  of  metror- 
rhagia.    She   supposed   that   this   was  due   to   change   of  life, 
although  she  was  not  able,  owing  to  various  symptoms,  to  say 
whether  she  had  passed  the  climacteric  period  or  not.     Coinci- 
dent with  the  above-named  symptoms  she  noticed  the  abdomen 
begin  to  enlarge.     Her  appearance  when  I  first  saw   her   was 
indicative  of  malignant  rather  than  benign  disease.     She  was 
sallow  and  extremely  emaciated,  with  a  pinched  and  anxious 
expression  of  countenance.     On  making  physical  examination  I 
found  the  uterus  immovable  with  what  seemed  to  be  a  large  and 
nodular  tumor,  filling  the  pelvis  and  extending  upward,  midway 
between  the  pubes  and  the  umbilicus.     The  neck  of  the  uterus 
was  nodular,   ragged,  and   granulated.     It  would  easily  bleed 
when  touched,  and  a  protracted  examination  would  cause  a  con- 
siderable flow  of  blood.     I  was  unable  to  discover  the  existence 
of  a  cyst,  although  I  made  a  thorough,  careful  examination, 
including   one   per   rectum.      The   general   appearance   of  the 
patient,  the  history  of  the  case  as  related  to  me,  the  nodular 
tumor,  the  immobility  of  the  uterus,  the  condition  of  the  neck  of 
the  womb,  the  uterine  hemorrhages,  and  the  age  of  the  patient,  all . 
combined,  led  me,  without  any  mental  reservation,  to  adopt  the 
opinion  that  the  tumor  was  uterine  and  malignant  in  character. 
This  opinion  was  rendered  more  warrantable  as  there  was  no 
obtainable  history  of  any  attacks  of  pelvic  inflammation.     Nor 
was  I  alone   in  my  convictions,  as  the  patient  had  previously 
consulted  several  well-known  gynecologists  in  other  cities,  who 
had  expressed  the  same  views.     To  the  patient,  herself,  following 
my  usual  custom,  I  said  nothing  about  the  possibility  of  can- 
cer, but  I  had  no  hesitation  in  frankly  telling  her  family  my 
conclusions.     I  was  surprised  when  she  decided   to  remain   in 
Detroit    and   place  herself  in  my  care  for  treatment,  as  there 
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seemed  to  my  mind  but  little  need  of  continuous  medical  atten- 
tion. She  entered  the  Sanitarium,  and  during  the  three  months 
she  remained  there  I  made  repeated  examinations,  none  of 
■which  caused  me  to  change  my  opinion,  that  the  abdomino- 
pelvic  tumor  was  cancerous  in  character,  and  there  need  be  no 
expectation  of  surgical  interference.  As  I  had  not  encouraged 
the  patient  remaining  under  constant  medical  supervision,  she 
visited  friends  in  other  cities.  When  I  saw  her  again  in  July, 
1887,  she  was  suffering  from  pelvic  peritonitis,  and  I  feared  it 
would  become  general,  but  happily  it  did  not.  The  abdomen 
was  much  larger  than  I  had  ever  seen  it  before,  and  appeared  to 
contain  a  quantity  of  ascitic  fluid.  Owing  to  the  excessive  ten- 
derness, I  made  no  attempt  at  a  thorough  examination,  nor  did  I 
then  deem  it  necessary,  as  I  still  held  to  my  formerly-expressed 
belief  regarding  the  character  of  the  tumor.  From  subsequent 
developments  I  learned  that  the  supposed  ascites  was  due  to  a 
ruptured  cyst. 

I  next  saw  the  patient  in  October,  1887,  when  she  had  become 
a  resident  in  Detroit.  The  change  which  had  taken  place  in  her 
condition  was  to  me  astonishing.  The  abdomen  was  distended 
with  a  large  cyst ;  there  was  no  nodular  or  fixed  portion  to  be 
felt  per  vaginam.  There  was  no  menorrhagia ;  the  cervix  uteri 
was  not  granulated  and  did  not  bleed  even  when  roughly 
handled ;  the  uterus  was  movable,  and  at  this  time  I  had  no 
hesitancy  in  declaring  the  tumor  to  be  ovarian. 

After  October,  1887,  until  the  close  of  the  year,  I  saw  and 
examined  this  case  from  time  to  time.  As  the  cyst  enlarged, 
indications  of  pelvic  inflammation  disappeared,  and  an  examina- 
tion per  vaginam,  presented  as  marked  a  contrast  to  the  condition 
of  the  pelvic  organs  when  I  first  saw  her,  as  if  there  had  been  two 
distinct  individuals  ;  one  with  a  malignant  tumor  of  the  uterus  or 
ovary,  with  all  the  organs  matted  together,  and  another  with  an 
ordinary  multilocular  cyst  of  the  ovary  with  some  adhesions. 

The  patient  was  averse  to  an  operation,  although  she  was  urged 
to  submit  toone  before  her  system  had  become  too  much  enfeebled 
by  reason  of  the  tumor's  development.  Everything  was  done 
for  her  comfort  that  a  devoted  family  could  do.  She  wished  to 
attend  to  certain  social  and  business  affairs  before  she  would  con- 
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sent  to  an  operation,  and  her  friends,  under  the  circumstances, 
were  very  reluctant  in  urging  her  to  this  procedure.  Her  health 
began  to  break,  the  abdomen  was  fast  increasing  in  size,  and  she 
rapidly  emaciated.  Her  breathing  became  labored,  and  alto- 
gether it  seemed  that  she  would  soon  succumb  to  the  disease,  but 
she  determinedly  postponed  the  operation  until  all  her  affairs 
were  in  order,  when  she  appointed  the  day.  The  patient  was 
now  fifty-seven  years  of  age.  Her  general  appearance  indicated 
extreme  feebleness,  and  I  have  never,  to  my  recollection,  made 
any  kind  of  a  surgical  operation  upon  a  patient  so  devoid  of  fat 
as  was  this  one.  The  absence  of  adipose  tissue  in  surgical  opera- 
tions of  so  serious  a  nature  as  the  extirpation  of  an  ovarian 
tumor  has  an  important  bearing  on  ultimate  recovery.  A  fair 
quantity  of  fat  is  like  a  storehouse  of  strength,  the  reserve  forces 
nature  had  provided  for  sustaining  one  during  lessened  assimila- 
tion of  nourishment. 

At  the  time  of  operating  the  ovarian  tumor  was  between  three 

and  four  years  old.     The  first  rupture  of  one  of  its  cysts  had 

occurred  over  two   years  before,  and  there  had  been  repeated 

attacks  of  localized  peritonitis.    As  is  usual  in  ovarian  tumors  of 

long  standing,  the  tissues  were  easily  torn,  causing  the  cyst  to  be 

ruptured  unavoidably,  thereby  complicating  and  rendering  tedious 

the  various  steps  in  the  operation.    As  a  whole,  the  operation  can 

be  designated  difficult,  and  there  was  considerable  loss  of  blood 

from  the  adhesions,  which  were  numerous.     It  was  a  large  multi- 

locular  tumor,  involving  the  right  ovary  and  broad  ligament. 

The  pedicle  was  thick  and  vascular.    There  were  also  many  liga-. 

tures  of  silk  applied  to  the  bleeding  points,  of  which  no  account 

in  numbers  was  taken.    The  operation  was  as  thoroughly  aseptic 

in  every  detail  as  it  could  be.     Better  assistants  could  not  be 

found.   Each  and  every  one  had  assisted  me  in  many  laparotomies 

and  various  operations  in  gynecological  surgery.    Assistants  often 

contribute  to  the  success  of  laparotomies,  as  well  as  the  failures, 

although  the  principal   is   the   only  one   responsible.     I   have 

digressed  from  the  main  subject  to  emphasize  the  advantages  of 

having  in  this  class  of  operations,  tried  assistants,  familiar  with 

every  motion  of  the  operator  and  every  step  in  the  operation ;  as 

such  they  seem  capable  of  anticipating  every  wish  of  the  prin- 
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cipal,  and  as  surgical  mi  ad -readers,  so  to  speak,  greatly  aid 
toward  successful  results. 

But  to  resume  our  subject:  The  patient  rallied  from  the  opera- 
tion better  than  was  expected.  A  careful  record  of  the  case 
shows  that  everything  progressed  favorably.  The  bowels  moved 
spontaneously  after  the  fourth  day,  digestion  seemed  to  be  fair, 
temperature  became  normal  after  the  first  week,  and  there  ap- 
peared to  be  a  good  chance  for  her  recovery,  judging  from 
symptoms. 

There  seemed  to  be  toward  the  close  of  the  third  week  after 
the  operation  an  intimation  of  some  lack  of  strength,  and  yet 
all  interested  in  the  case  considered  her  almost  convalescent. 
This  loss  of  strength  was  almost  imperceptible  from  day  to  day, 
and  could  only  be  comprehended  by  a  review  of  two  or  three 
days.  When  the  fourth  week  was  reached  there  began  a  more 
rapid  decline,  and  with  its  conclusion  she  succumbed,  A  post- 
mortem examination  failed  to  discover  any  causes  of  death.  The 
pedicle  and  other  localities  having  ligatures  showed  them  en- 
cysted, and  all  parts  in  the  best  possible  condition.  The  cause 
of  death  was  doubtless  asthenia,  but  back  of  this  the  cause  was 
due  to  almost  entire  absence  of  fat  as  a  means  of  nourishing  and 
sustaining  her. 

In  conclusion,  I  desire  to  direct  attention  to  the  misguiding 
symptom  which  led  to  the  belief  of  the  existence  of  malignant 
disease.  These  symptoms  were  in  consequence  of  pelvic 
inflammation,  and  the  same  cause  was  also  acting  in  some 
degree  in  each  case  of  ovarian  tumor  I  have  referred  to.  One 
of  the  conmion  symptoms  of  the  presence  of  subacute  and  a 
preceding  acute  circum-uterine  inflammation,  is  meuorrhagia, 
although  this  is  not  infrequently  small  in  quantity.  This  in 
connection  with  an  immovable  and  a  granular,  vascular,  and 
easily- bleeding  neck,  contributes  to  the  formation  of  a  group 
of  misleading  symptoms  of  which  that  best  of  all  teachers, 
clinical  experience,  cannot  always  enable  one  to  judge  rightly. 
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Dr.  William  M.  Polk,  of  New  York  (in  the  Chair).— This 
paper,  which  opens  up  the  subject  of  the  differentiation  of  the 
dividing  line  between  carcinoma  and  benign  disease,  is  before 
you. 

I  will  simply  call  your  attention  to  the  two  prominent  points 
in  the  paper.  In  the  first  place,  the  class  of  cases  included  under 
the  head  of  ovarian,  which  would  seem  to  indicate  the  propriety 
of  an  exploratory  incision  as  a  means  of  diagnosis ;  and  the  other 
class  of  cases  which  are  represented  by  intra-uterine  disease  and 
hemorrhage,  in  which  we  are  called  to  decide  upon  the  question 
of  carcinoma  with  a  view  of  determining  vaginal  hysterectomy, 
or  some  such  operative  procedure. 

Dr.  a.  Palmer  Dudley,  of  New  York. — I  will  say  that  I 
have  had  some  experience  with  this  form  of  disease,  and  I 
appreciate  the  value  of  Dr.  Jenks's  paper.  The  first  ovarian 
operation  that  I  ever  performed — the  first  laparotomy — was  in 
Boston,  and  I  had  some  of  the  best  men  in  Boston  as  consultants. 
It  was  utterly  impossible  for  us  to  make  a  diagnosis  as  to  whether 
this  growth  was  malignant  or  benign,  or  in  fact  to  tell  just  what 
it  was,  although  it  had  been  two  or  three  years  in  developing. 
The  operation  was  performed,  and  the  tumor  presented  the 
appearance  at  the  time  of  being  a  benign  growth.  There  were 
no  adhesions  whatever,  the  pedicle  was  a  very  long  and  small, 
so  that  one  ligature  of  catgut  was  sufficient.  In  five  months' 
the  woman  died  of  sarcoma  on  the  opposite  side.  The  disease 
sprung  from  the  pelvic  floor  behind  the  uterus.  At  the  time  of 
the  operation  I  took  great  care  not  to  let  any  of  the  contents  of 
the  sac  escape  into  the  abdominal  cavity,  but  one  of  the  cysts, 
of  which  the  growth  was  made  up,  burst  under  my  fingers 
and  a  quantity  of  fluid  made  its  way  into  the  abdomen,  and  the 
only  reason  I  could  give  for  the  return  of  this  malignant  disease 
was  that  the  contents  of  the  tumor,  which  presented  every  appear- 
ance of  a  benign  growth,  did  contain  cells  of  a  semi-malignant 
character  which,  when  allowed  to  remain  in  contact  with  the 
freshly- congested  peritoneum,  grafted  themselves  upon   it,  and 
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from  that  sprang  the  second  sarcomatous  growth  behind  the 
uterus. 

There  is  oue  point  which  will  help  us  to  distinguish  intra- 
abdominal tumors,  benign  or  malignant.  The  malignant  almost 
always  give  a  history  of  rapid  growth  associated  with  ascites ; 
when  you  have  a  patient  near  to  or  past  the  menopause  who 
is  developing  an  abdominal  tumor,  and  the  growth  is  rapid,  or 
within  a  period  of  six  months  accompanied  with  ascites,  I 
always  fortify  my  own  position  as  much  as  I  can  by  saying  to 
my  patient  that  this  growth  presents  the  appearance  of  being 
malignant  disease,  and  that  I  have  seen  many  cases  of  mis- 
taken diagnosis  confirmed  by  the  abdominal  section.  Cases  of 
apparently  malignant  disease  within  the  uterus  that  may  be 
benign  have  been  demonstrated  very  thoroughly  in  my  experi- 
ence by  two  cases.  One  patient  was  the  wife  of  a  clergyman  and 
the  mother  of  twelve  children,  who  had  been  treated  a  long  time 
for  cancer  of  the  uterus.  She  was  given  up  to  die,  and  would 
have  died  within  a  month  or  so  from  septicaemia.  Examination 
of  this  patient  when  she  came  into  my  hands  revealed  every  evi- 
dence of  malignant  disease  of  the  cervix,  but  a  still  more  careful 
examination  showed  it  to  be  an  intra-uterine  growth  that  had 
been  expressed  into  the  cervix  and  had  become  necrotic  in  con- 
sequence of  the  ])ressure ;  the  cervix  grasped  this  growth  very 
closely  in  the  middle  portion  of  it,  and  the  attending  physicians 
had  failed  to  pass  their  fingers  between  it  and  the  cervical  canal, 
or  dilated  cervix.  The  tumor  proved  to  be  simply  a  pediculated 
fibroid  which  had  been  expressed  from  the  body  of  the  uterus 
and  comprestjed  to  such  an  extent  that  portions  of  it  had  necrosed, 
and  from  this  sloughing  fibroid  the  woman  had  septicaemia 
which  nearly  resulted  in  her  death.  The  removal  of  the  fibroid 
corrected  the  condition,  and  the  patient  is  now  one  of  the  most 
healthy  women  in  our  city.  So  it  is  an  easy  matter  to  mistake 
benign  for  malignant  growths,  unless  we  are  very  careful  in 
our  physical  examination. 

Dr.  Mynter,  of  Buffalo. — I  would  like  to  recite  one  case  that 
may  be  of  interest  to  the  Society.  Some  eight  years  ago  I  was 
consulted  by  a  woman  about  forty-five  or  fifty  years  of  age  who 
had  a  tumor  in  the  abdomen  wliich  was  difficult  to  diagnose. 
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There  was  evidently  some  ascites  present,  the  tumor  growing 
slowly,  and  she  was  not  emaciated,  and  there  was  no  appearance 
of  anything  that  would  indicate  a  malignant  tumor.  I  looked 
upon  it  not  as  being  ovarian  in  nature, but  rather  a  fibrocystic 
tumor  of  the  womb.  I  did  not  want  to  make  an  abdominal 
hysterectomy,  and  happening  to  meet  Dr.  James  P.  White,  who 
was  once  a  Fellow  of  this  Society,  I  asked  him  if  he  would  like 
to  make  a  hysterectomy.  He  went  with  me  and  examined  the 
patient  carefully  and  came  to  the  same  conclusion — that  it  was 
a  benign  fibro-cystic  tumor  of  the  womb,  and  that  hysterec- 
tomy was  indicated.  Under  the  best  conditions  possible,  the 
house  being  a  small  one,  and  a  number  of  Buffalo  physicians 
being  present,  we  attempted  to  remove  the  tumor.  In  less  time, 
almost,  than  it  takes  to  relate  this  Dr.  White  had  opened  the 
abdominal  cavity  and  removed  an  immense  tumor,  which  looked 
like  anything  else  than  a  fibro-cyst  until  I  stopped  him  and 
told  him  I  thought  he  had  a  cancer  of  the  omentum.  By 
this  time  he  had  torn  out  over  a  yard  of  the  transverse  colon, 
with  an  immense  amount  of  cancer  which  had  evidently  started 
in  the  omentum  itself.  He  closed  the  wound  and  tried  to  con- 
fine the  torn  bowels,  but  the  woman  died  a  few  minutes  after- 
ward. 

I  mention  that  to  show  that  even  the  older  members  in  the 
profession,  having  a  large  experience,  can  make  those  mistakes. 
I  was  very  much  pleased  that  I  kept  my  hands  off'  the  patient 
on  that  occasion. 

Dr.  Jenks. — It  is  so  late  now,  Mr.  President,  and  there  are 
so  many  other  papers  to  be  read,  that  I  will  say  nothing  more  at 
this  time. 


MEASUREMENTS  OF  THE  UTERINE  CAVITY 
IN  CHILDBED. 


By  Wm.  L.  Richardson  and  A.  D.  Sinclair. 
Boston. 


At  the  annual  meeting  in  September,  1879,  statistics  of 
measurements  of  the  uterine  cavity  in  childbed  in  108  cases, 
were  communicated  to  the  Society;  in  1881,  two  more  series 
of  108  cases  each  ;  and  again,  in  1882,  two  series  of  108  cases 
each  were  presented  to  and  published  in  the  Transactions  of 
the  Society,  vide  vols,  iv.,  vi.,  and  vii. 

We  now  present  tables  of  five  series  more  of  1 08  cases  each, 
which,  with  those  already  reported,  make  a  total  of  1080 
observations  made  at  the  Boston  Lying-in  Hospital.  The 
tables  and  analyses  of  these  last  series  are  to  a  great  extent 
the  work  of  the  house  physicians,  Drs.  W.  E.  Fay  and  A.  P. 
Chadbourne. 

The  following  summary  of  the  results  obtained  in  the  series 
previously  reported  to  the  Society,  and  the  present  series, 
may  be  of  interest : 

1.  Average  age  of  the  1080  cases  23.55  years. 

2.  "  "        "       746  primiparu',  22.11  years. 

3.  "  "       "       334  multipane,  26.53     " 

4.  Average  number  of  days  in  childbed  when  uterine  cavity 

was  measured,  1 6.32. 
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5.  The  uterine  cavity  measured : 
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4! 
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31 

85 

42 

4i 

1 

— 

3J 

8 

— 

5 

3 

— 

31 

3 

1 

51 

1 

— 

6.  Average  day  on  which  the  measurements  were  made : 

Inches.  Day.  Primip.  Multip.  Inches.  Day.  Primip.  Multip. 

n  15  15    3i  17.11  16.89  15.91 

2  15.23  14.25  16.80  31  14.23  14  17.75 

2i  19  19    31  16.49  17.42  15.31 

2\-  15.17  15.96  14.33  Si  38.62  45.40  36 

2J  28  28  4  17.11  18.20  14.81 

2i  16.19  16.94  14.12  41  16.85  17.19  34 

2f  18.93  20.25  14  41  15.06  15.68  14.14 

21  15.89  16.55  14.11  4f  46.33  42.50  35.50 

2i  13  13    4J  14.96  15.22  14 

3  17.46  18.46  15.64  4f  14  14 

3i  23.83  23.75  24.25  4J  18.75  13  24.50 

31  17.43  18.40  14.96  41  12  12  

3i  21  21    5  14.50  14.50  

31  17.25  17.66  14  5J  13  13  


7.  Average  length  of  uterine  cavity  in  1080  cases,  3.25  inches. 

745  primi.  3.27  " 
335  mult.  3.29   " 
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MEASUREMENTS  OF  THE  UTERINE  CA  VITY 
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71 

" 

22 

7 

1    20 

15 

2% 

Perineum  torn. 

72 

17 

18 

1     ... 

16 

•m 

" 

Perineum  torn  ;  septi- 
c;emia. 

73 

" 

22 

39 

25 

2    40 

23 

3K 

" 

74 

Multipara. 

32 

5 

45 

? 

13 

3jl 

•L.  lateral  vers'n 

75 

" 

32 

2 

40 

...     10 

12 

3 

Normal. 

Perineum  torn. 

76 

" 

22 

41 

42 

...     16 

18 

3>^ 

•' 

77 

" 

18 

6 

...    40 

13 

4 

Anteversiou. 

78 

" 

22 

3 

35 

...     25 

13 

4 

Normal. 

79 

" 

20 

5 

45 

...    45 

13 

4 

80 

" 

27 

15 

...     10 

11 

4 

«' 

Cervix  lacerated. 

81 

" 

34 

46 

40 

...     15 

13 

4 

" 

82 

" 

35 

20 

40 

? 

13 

4 

«' 

83 

" 

32 

12 

10 

...     20 

12 

3H 

" 

Cystitis. 

84 

" 

.25 

5 

35 

...     17 

10 

■i'A 

Anteversiou. 

85 

" 

.33 

8 

...     50 

14 

4 

Normal. 

8(5 

" 

28 

33 

30 

...    03 

14 

4 

87 

" 

27 

2 

40 

2    05 

14 

4'/ 

«' 

Twins ;  version  second 

88 

** 

31 

7 

05 

...     2U 

13 

4 

" 

[child. 

8!> 

" 

39 

9 

35 

...     37 

17 

L.  lateral  vers'n 

90 

" 

22 

6 

40 

...     05 

20 

R.  lateral  vers'n 

91 

27 

6 

10 

1    30 

15 

3 

Slight  retrover- 
sion. 

92 

'* 

21 

11 

40 

3    20 

18 

2K 

Normal. 

Perineum  torn. 

93 

" 

29 

14 

...    30 

14 

3.x 

" 

Perineum  torn  ;  cervix 

94 

*■ 

28 

6 

i's 

1     15 

13 

2K 

" 

[lacerated. 

95 

30 

4 

43 

1     12 

31 

3 

Slight  antever- 
siou. 

Septiceemia. 

90 

" 

26 

4 

35 

...     02 

26 

4 

Normal. 

97 

27 

11 

55 

...     10 

14 

m 

Slight  loft  late- 
ral version. 

98 

" 

20 

2 

...     50 

14 

3 

Normal. 

99 

20 

10 

3S 

...     14 

11 

3>X 

Slight  antever- 
sion 

100 

" 

31 

3 

30 

...    15 

16 

334 

Antevernion. 

101 

" 

37 

6 

30 

...     50 

12 

4 

Normal. 

102 

• ' 

24 

7 

...     05 

19 

3^ 

Anteversiou. 

103 

" 

32 

8 

30 

...     08 

20 

3^ 

" 

101 

" 

45 

21 

45 

...     27 

19 

ZH 

" 

llydramnios. 

105 

" 

27 

17 

...    30 

12 

•2^A 

L.  lateral  vers'n 

lOG 

" 

26 

12 

15 

1    20 

14 

214 

Normal. 

107 

" 

25 

3 

15 

...    40 

13 

2>l 

" 

108 

26 

2 

15 

...    15 

14 

2>l 

Septicaemia. 
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Analysis  of  the  108  cases  gives  the  following  results  : 

1.  Average  age  of  the  108  cases  was  23.80  years. 

2.  "  "         73  primipara3  was  21.80      " 

3.  "  •'         35  multipara3  was  28.00      " 

4.  Average  number  of  days  in  childbed  when  uterine  cavity 

was  measured  was  17.17  days. 

Priniiparse.     Multipara-. 

5.  The  uterine  cavity  measured  2\  inches  in 

"  "  "  9A'  " 

«  '•  "         2i  " 

«  «  <«  O  (< 

((  i(  ((  0  1  «< 

«  «  u  3J 

«  «  i<  OS  t( 

((  «  t<  Q:!  i( 

((  «  tl  I  <( 

4i 

6.  Average  day  on  which  the  2\  inches  ineasurcMueuts  were  made 

(24.4  primiparaj,  14  multipara)  20.72. 

7.  Average  day  on  which  the  2]  inches  measurements  were  made 

(20.8  primiparae,  13  multiparie)  18.46. 

8.  Average  day  on  which  the  2s  inches  measurements  were  made 

(23  primiparre)  23. 

9.  Average  day  on  which  the  21  indies  measurements  were  made 

(17.1  primipartc,  15  multipara?)  16.40. 

10.  Average  day  on  which  the  3  inches  measurements  were  made 

(15.2  priniipari«,  18  multipane)  16.62. 

11.  Average  day  on  which  the  31  inches  measurements  were  made 

(20.8  primiparse,  12.5  multiparie)  18.72. 

12.  Average  day  on  which  the  3]  inches  measurements  were  made 

(18.6  primiparre,  15.6  multiparas)  17.91. 

13.  Average  day  on  which  the  3E  inches  measurements  were  made 

(15  primiparic,  20  niultiparse)  17.50. 

14.  Average  day  on  whicli  the  3 1  inches  measurements  were  made 

(18.5  primiparse,  17.1  multiparas)  18. 


10 

1 

7 

3 

1 

.... 

6 

3 

4 

4 

6 

2 

10 

3 

1 

1 

11 
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11 

3 

1 

9 
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15.  Average  day  on  which  the  4  inches  measurements  were  made 

(15.6  primiparse,  14  multipara)  14.50. 

16.  Average  day  on  which  the  41  inches  measurements  were  made 

(12  primiparae,  14  multipanie)  12.50. 

17.  Average  day  on  which  the  4]  inches  measurements  were  made 

(14.88  primiparte)  14.88. 

18.  Average  length  of  the  uterine  cavity  in  108  cases,   3,38  inches. 

19.  "  "        "  "  "  73  primi.  3.34     " 

20.  "  "        "  "  •'  35  multi.  3.46      " 

21.  Average  length  of  uterine  cavity  in  57  cases  (33  primiparse, 

24  multiparse)  measured  within  15  days,  3.42  inches. 
Average  length  of  primiparse,  3.45  inches ;  average  length 
of  multiparse,  3.40  inches. 

22.  Average  day  on  which  the  uterine  cavity  was  measured  in 

22  cases  of  priraiparae,  with  more  or  less  laceration  of  the 
perineum,  16.36.  Average  length  of  the  uterine  cavity, 
3.45  inches. 

23.  Average  day  on  which  the  uterine  cavity  was  measured  in 

7  cases  of  multiparas,  with  more  or  less  laceration  of  the 
perineum,  15.57.  Average  length  of  the  uterine  cavity, 
3.37  inches. 

24.  Average  day  on  which  the  uterine  cavity  was  measured  in 

6  cases  of  primiparse,  with  more  or  less  laceration  of  the 
perineum  and  cervix,  13.50.  Average  length  of  uterine 
cavity,  3.87  inches. 

25.  Average  length  of  the  first  stage  of  labor  in  72  cases  of 

primiparse,  was  14  hours  17  minutes. 

26.  Average  length  of  the  first  stage  of  labor  in  35  cases  of 

multiparse,  was  10  hours, 

27.  Average  length  of  the  second  stage  of  labor  in  72  cases  of 

primiparse,  was  1  hour  and  56  minutes. 

28.  Average  length  of  the  second  stage  of  labor  in  35  cases  of 

multiparse,  was  1  hour  and  8.31  minutes. 
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No. 


Primipaitt 

or 
Multipara. 

Primipara. 


10 
11 
12 
13 
14 
15 


Duration  of 

« 

!"■ 

labor. 

a 
g 

0.S1 

"g  a    Position  of  uterus  at 

Post-partum  condition. 

Age 

First 

Second 

j"^              time  of 

stage. 

stage. 

°  c 

tV-t:         measurement. 

Remarks. 

•22 

h. 

m. 

h. 

m. 

|h 

£| 

20 

20 

"^T 

26 

3% 

Slight  retroversion. 

Septiciemia. 

20 

66 

20 

"2 

05 

22 

Normal. 

"      perineum  torn. 

24 

10 

05 

1 

17 

" 

Cervex  and  perineum 

torn.                   [torn. 

22 

G 

20 

3 

40 

16 

2K 

" 

Septicaemia;  perineum 

23 

27 

30 

40 

14 

2^ 

"         "         " 

25 

3 

30 

1 

22 

3/^  Slight  retroversion. 

It          11         II 

22 

36 

20 

2 

35 

20 

3iJ4^  Normal. 

"          '•          " 

18 

9 

40 

2 

36 

12 

2Ji   Slight   lateral    ver- 

siou. 

18 

46 

45 

4 

30 

30 

2}i 

Normal. 

Cervix  and  perineum 
lacerated;  septicfemia 

24 

24 

30 

2 

06 

12 

2K 

2X2  Slight  retroversion. 

Septiceemia ;  perineum 

21 

11 

12 

16 

[torn. 

27 

56 

50 

"5 

85 

17 

2k        " 

Forceps ;  septicemia. 

22 

15 

10 

30 

13 

2^  Slight  right  lateral 

Premature. 

24 

9 

"2 

10 

12 

3^    Normal.       [vemion. 

Septicaemia. 

23 

17 

1 

34 

10 

2^  Anteversion. 

Perineum  torn. 

( 

IstO    10 

1 

21 

4 

4 

2d  C 
3d  1 

45 

,a 

2%'  Normal. 

i 

Triplets. 

20 

9 

36 

55" 

14 

■^y* 

" 

20 

8 

64 

12 

2K 

" 

20 

24 

is 

16 

13 

'^y* 

** 

Septirieinia  ;  perineum 
slightly  torn. 

24 

15 

30 

45 

10 

2J^ 

Slight  anteversion. 

Perineum  slightly  torn 

24 

53 

20 

13 

2^ 

Normal. 

Periueuiii  slightly  torn 
dead  foetus ;  version. 

27 

7 

30 

30 

10 

3 

" 

Cervix  lacerated. 

21 

y 

42 

15 

2Ji 

" 

Cervix  lacerated. 

19 

4 

15 

45 

28 

3 

Slight  anteflexion. 

Septicaemia. 

18 

18 

45 

"i 

14 

2^   Normal. 

20 

54 

45 

1 

a 

13 

2>i|          " 

19 

36 

30 

1 

25 

14 

2K|  Slight  anteversion. 

20 

10 

15 

45 

15 

3!^  1  Lett  lateral  version. 
2341  Normal. 

23 

10 

10 

15 

14 

20 

51 

15 

20 

12 

2yj      " 

Dead  fdtus. 

22 

88 

58 

05 

15 

■•i% 

Premature. 

21 

9 

55 

14 

■ly. 

19 

27 

3U 

"i 

35 

14 

-ik       " 

16 

16 

40 

3 

14 

2ji    Slight  left  version. 

20 

15 

35 

65 

10 

2>^!  Noiiual. 

24 

9 

"4 

50 

15 

■>yy        " 

4U 

27 

30 

3 

30 

13 

'^%'  Retroversion. 

Forceps. 

21 

8 

20 

10 

13 

3       Normal. 

Endocervicitis. 

20 

16 

"2 

46 

14 

3^ 

20 

20 

M 

05 

13 

3-X  Slight  lateral  version 

22 

39 

16 

"i 

14 

3Ji    Normal. 

23 

6 

6 

15 

■6yA       " 

20 

10 

45 

iii 

12 

2%\        " 

24 

8 

30 

"i 

46 

13 

•i%\        " 

26 

19 

45 

3 

18 

23 

3       Slight  anteversion. 

20 

13 

30 

13 

3%,  Normal. 

17 

24 

30 

15 

4     1          " 

21 

17 

30 

t 

20 

14 

2H      ;■ 

21 

11 

44 

2 

m 

11 

20 

16 

20 

1 

10 

14 

1 

sk 

18 

33 

20 

1 

05 

13 

23 

31 

46 

60 

13 

18 

16 

"3 

13 

3 

20 

20 

46 

1 

26 

12 

2K 
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Duration  of      1 

S     ' 

Is 

labor. 

3 

00          I 

■s  a 

Primipara  i 

Position  of  uterus  at 

1 

Post-partum  condition. 

No.           or 

A  gel 

First 

Second 

a      1  —  .^ 

time  of 

Multipara. 

1 

stage. 

stage. 

°=  ti-? 

measurement. 

Remarks. 

>>«'   =  =: 

1 

h. 

m. 

h. 

m. 

5  = 

►J  " 

55  ' 

Primipara. 

i 
•21 

3 

25 

25 

14 

2^ 

Slight  right  lateral 
version. 

Malaria. 

56 

" 

27  ] 

24 

45 

2 

40 

15 

3 

Normal. 

57 

" 

18 

19 

45 

55 

14 

3 

" 

58 

" 

23 

03 

40 

55 

13 

23^ 

" 

59 

" 

25 

7 

30 

32 

16 

3 

Slight  anteversiiin 

Slight  tear  of  perineum 

60 

«' 

20 

15 

40 

40 

14 

23/ 
&2 

Normal 

61 

" 

24 

7 

50 

15 

" 

62 

" 

25 

5 

10 

"i 

15 

14 

3 

" 

63 

" 

26 

H3 

10 

55 

12 

Itl 

Retroversion. 

64 

'< 

36 

12 

40 

"i 

50 

14 

Norniiil. 

65 

" 

24 

17 

2 

40 

11 

3Ji 

Slight  right  lateral 
version. 

66 

" 

27 

16 

05 

1 

05 

14 

3K 

Retroversion. 

67 

" 

29 

17 

46 

17 

2^ 

Normal. 

68 

" 

25 

18 

13 

13 

m 

" 

69 

" 

19 

17 

30 

2 

48 

15 

2K 

" 

70 

" 

23 

42 

30 

45 

14 

2J^ 

" 

71 

" 

21 

12 

15 

05 

16 

3K 

" 

Breech 

72 

'< 

18 

20 

25 

17 

15 

3 

" 

.Septicoemia. 

73 

" 

23 

14 

45 

"i 

10 

10 

2K 

Slight  auteversion. 

Forceps ;  septicaemia. 

74 

27 

70 

15 

12 

45 

43 

3K 

Anteflexion. 

Forceps ;   perineum 
torn  ;    breech  ;    con- 
tracted pelvis. 

75 

Multipara. 

27 

17 

40 

15 

14 

3'/i 

Slight  anteversion. 

Septicaemia. 

76 

" 

24 

5 

30 

27 

13 

2% 

Normal. 

Cervix  lacerated. 

77 

" 

25 

3 

50 

05 

12 

3 

•' 

I'erineuui  torn. 

78 

•  ' 

30 

27 

30 

45 

15 

3 

Slight  retroversion. 

79 

<> 

27 

18 

25 

30 

17 

2% 
2>l 

Normal. 

Perineum  torn. 

80 

" 

27 

7 

at 

15 

10 

" 

81 

" 

21 

8 

10 

13 

11 

2>l 

" 

Cervix  lacerated. 

82 

" 

24 

10 

3 

13 

3>| 

'* 

Post-partum  hemor- 
rhage 

83 

" 

22 

22 

05 

13 

2>^ 

" 

Septictemia. 

84 

" 

26 

13 

30 

"i 

40 

9 

3 

Slight  retroversion. 

85 

" 

35 

34 

20 

20 

11 

^■iy^ 

Retroflexion. 

86 

" 

19 

50 

U 

11 

3<4 

Slight    left    lateral 
version. 

87 

<< 

20 

6 

05 

25 

13 

2^ 

Normal. 

88 

" 

32 

5 

50 

"i 

11 

3K 
3'i 

Right  lateral  version 

89 

" 

40 

11 

05 

45 

11 

Normal. 

90 

'< 

28 

16 

30 

"i 

10 

16 

■■i'A 

" 

91 

" 

26 

6 

25 

45 

13 

3 

Slight  retroversion. 

92 

" 

40 

3 

15 

"i 

as 

15 

•■iK 

Slight  anteversion. 

93 

•  ' 

24 

3 

45 

10 

14 

3 

Normal. 

94 

<< 

21 

12 

15 

13 

2K 

" 

95 

11 

27 

13 

30 

"i 

20 

12 

3 

" 

Cervix   lacerated  ; 

96 

•  I 

22 

3 

10 

25 

14 

25i 

" 

[perineum  torn 

97 

" 

24 

16 

25 

12 

13 

4 

" 

98 

" 

24 

6 

40 

58 

13 

2K 

" 

99 

" 

37 

18 

30 

30 

17 

3 

** 

100 

" 

25 

5 

20 

16 

14 

2^ 

Anteversion. 

101 

•1 

29 

7 

45 

20 

13 

3 

Slight  anteflexion. 

102 

1" 

32 

11 

50 

20 

11 

3 

Normal. 

101 

" 

30 

15 

15 

30 

10 

2'A 

" 

104 

" 

18 

3 

50 

30 

13 

'  2K 
2^ 

" 

105 

" 

31 

10 

10 

03 

11 

" 

100 

1                         4, 

1 

31 

12 

40 

50 

20 

3^ 

" 

107 

26 

27 

25 

"3 

05 

19 

23/ 

" 

108 

i 

32 

' 

1 

20 

13 

1  31/ 

iiipiirB'. 

10 

IMuUipariB. 
1 

15 

9 

18 

5 

10 

9 

4 

8 

5 

5 

1 

10 

1 

1 

1 
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Analysis  of  tlie  108  cases  gives  the  following  results  : 

1.  Average  age  of  the  108  cases  was  23.88  years. 

2.  "         "         "         74  primiparse  was  21.75  years. 

3.  "         "         "         34  multiparje     "    27.23 '  " 

4.  Average  number  of  days  in  childbed  when  the  uterine  cavity 

was  measured,  was  14.46  days. 

5.  The  uterine  cavity  measured  21  inches  in 

«  ((  ((  9  I  (( 

3 

((  (<  (I  <4 1  u 

O  1 

((  <(  <<  O  I  II 

O  _' 

((  i(  u  0'>  << 

«  «  II  0(  u 

«  It  «  ^  << 

6.  Average  day  on  which  the  21  inches  measurements  were  made 

(15.4  primiparse,  14  multipara)  15.27. 

7.  Average  day  on  which  the  2'.  inches  measurements  were  made 

(13.3  primiparie,  12.(j  multipane)  13.03. 

8.  Average  day  on  which  the  2''\  inches  measurements  were  made 

(13.5  primiparre,  14.2  multipane)  13.70. 

9.  Average  day  on  which  the  3  inches  measurements  were  made 

(16.1  primiparie,  12.9  multiparas)  14.57. 

10.  Average  day  on  which  the  31  inches  measurements  were  made 

(17.2  primiparaj,  12  multiparse)  15. 

11.  Average  day  on  which  the  3 '.  inches  measurements  were  made 

(15.6  primiparie,  14.2  multipane)  14.9. 

12.  Average  day  on  which  the  3i  inches  measurements  were  made 

(13  primiparie)  13, 

13.  Average  day  on  which  the  31  inches  measurements  were  made 

(18.2  primiparse,  13  multiparse)  17.72. 

14.  Average  day  on  which  the  4  inches  measurements  were  made 

(15  primiparie,  13  multipane)  14. 

15.  Average  length  of  uterine  cavity  in  108  cases,  was  2.70  inches. 

16.  "  "  "  "  74primi.    "  2.90      " 

17.  "  "  "  "  34primi.    "  2.94      " 
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Duration  of 

' 

=  t' 

labor. 

k 

a 
1 

'i'S 

)'rimipara 

s.S  1 

•^  -  '  Position  of  uterus 

Post-partum  condi- 

No. 

or 

Age 

First 

Second 

a 

_'"           at  time  of 

tion. 

Multipara. 

stage. 

stage. 

o  1;  "^S       iiR'asuri'uient. 

2>£ '  ?=  5;i 

Remarks. 

b.     III. 

b.     III. 



13 

^- 

1 

Pritnip  ara 

20 

24    25 

1     50 

2K 

Normal. 

Septicaemia. 

2 

" 

24 

18    10 

...     50 

13 

W* 

" 

3 

" 

29 

17     ... 

1     15 

15 

3 

" 

4 

" 

23 

3    40 

...     50 

14 

3 

" 

5 

18 

15    45 

6     -3 

14 

3 

" 

Forceps ;  perineum ; 
torn. 

6 

" 

20 

4    10 

...     13 

13 

3>^ 

" 

7 

23 

6    40 

...     15 

15 

'M 

" 

8 

29 

16    15 

...     35 

14 

i  ■■ 

9 

" 

it 

13    40 

...     20 

14 

10 

" 

24 

13    30 

...     1(1 

14 

3 

11 

" 

24 

U    55 

2     10 

14 

3 

Anteflexion. 

12 

" 

19 

12    25 

...     15 

12 

3 

Normal. 

13 

" 

16 

10    40 

1     10 

14 

3 

" 

14 

" 

22 

23    30 

...     45 

12 

3 

Anteflexion. 

15 

" 

21 

11    35 

1     04 

12 

1 

Normal. 

16 

" 

20 

11    50 

3     10 

11 

Antftti'xion. 

17 

" 

26 

11    05 

...     50 

32 

4 

Normal. 

Septicaemia. 

18 

20 

7    45 

...     30 

32 

4 

" 

Septica;mia ;  peri- 
neum slightly  torn. 

19 

*' 

19 

17     ... 

1     12 

13 

3'X 

" 

Septicsemia. 

20 

" 

30 

29    40 

1     15 

3 

3^ 

" 

21 

" 

23 

5     15 

i    4(1 

14 

4 

" 

Forceps. 

22 

18 

4     ... 

2 

13 

4 

Kigbt  lateral  ver 
sion. 

23 

" 

21 

7     ... 

1    .35 

li 

3'X 

Normal. 

24 

" 

29 

9    40 

...     45 

14 

3^    liiitiTiil  version. 

25 

" 

18 

19     15 

...    20 

13 

3%    Normal. 

Premature. 

26 

" 

25 

4    45 

...     05 

14 

3>^' 

27 

" 

22 

6    25 

...     50 

14 

3 

" 

28 

" 

22 

50    48 

4    30 

12 

3K 

" 

29 

" 

21 

15     lU 

2    \" 

12 

" 

30 

" 

21 

9    30 

I     .30 

13 

■-ik 

" 

31 

" 

28 

20    15 

...     45 

14 

3 

Anteflexion. 

32 

" 

27 

8    25 

...     55 

12 

Normal. 

33 

" 

22 

6    50 

...     45 

18 

" 

Mammary  abscess. 

34 

** 

20 

36    15 

1     15 

29 

3 

" 

<<              11 

35 

" 

24 

32    20 

...     23 

11 

3 

" 

36 

" 

25 

5    55 

3    35 

13 

3 

" 

Forceps. 

37 

** 

19 

20    05 

...     25 

12 

3 

" 

38 

" 

27 

15    10 

2    40 

13 

3 

" 

39 

20 

7    40 

2 

13 

2% 

Sligbt  left  lateral 
version. 

40 

" 

29 

8    40 

4     10 

15 

3 

Normal. 

41 

" 

19 

11     ... 

...     45 

13 

3 

" 

42 

" 

24 

11     ... 

...     16 

12 

2Ji 

Anteversion. 

43 

" 

22 

9    35 

...     14 

13 

2}4,  Normal. 

44 

" 

25 

21    30 

...    25 

43 

3 

Anteversiou. 

45 

" 

21 

8    30 

1    15 

32 

23/ 

2k 

Normal. 

Septicxmia. 

46 

" 

23 

24    30 

...    47 

17 

47 

" 

26 

0    30 

2     ... 

15 

3 

48 

" 

19 

16    20 

2    05 

12 

3K 

49 

" 

20 

25    55 

...    35 

10 

3 

60 

23 

22    55 

2     ... 

15 

3 

61 

.24 

16    15 

0    30 

12 

3 

52 

" 

24 

10    40 

6    30 

15 

3 

Forceps. 

63 

" 

18 

43     ... 

3     ... 

14 

3 

Breecb  ;  adberent 
placenta 

54 

" 

39 

24     ... 

...     50 

12 

3'^ 

Septicaemia. 

55 

" 

19 

36     ... 

2    05 

14 

2% 
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Duration  uf 

1 

££| 

labor. 

C  J3 

i.5| 

Primipara 

Position  of  uterus 

Post-partum  condi- 

No. 

or 

Age 

First    ! 

Second 

e 

Ht  time  uf 

tion. 

Moltipara 

stage,   i 

stage. 

O  c 

ix 

meusiireincut. 

Remarks. 

h.    m.  1 

h.     ni. 

1^ 

14 

3 

56 

Primipara. 

26 

19    46  1 

...     10 

Normal. 

57 

" 

20 

5    30  ! 

...     27 

12 

3 

Anteversion. 

58 

<i 

22 

7    30 

a    33 

15 

2% 

Normal. 

Septicaemia. 

59 

•  ' 

24 

1    4o 

...    45 

12 

3 

Lateral  version 

60 

•  1 

21 

2:j    -ib 

I    35 

12 

2K| 

"            " 

61 

" 

23 

19    25 

...     25 

11 

2^1 

Normal. 

Premature. 

62 

"< 

18 

11    45  ; 

2    20 

15 

■m 

" 

Septicemia. 

63 

•  • 

16 

19    30 

...     15 

12 

2K 

" 

Premature. 

64 

20 

6    15 

1     25 

13 

3 

" 

65 

" 

18 

18    20  ' 

5    25 

17 

3 

" 

Forceps. 

66 

«« 

35 

11     ... 

2    10 

14 

3 

" 

67 

" 

19 

16     15 

...     30 

18 

3 

** 

Premature  :    septi- 
caemia. 

C8 

«« 

19 

6    25 

...     20 

17 

4'/i 

Anteflexion. 

69 

" 

22 

5    10 

...     25 

15 

•4 

Normal. 

70 

«• 

20 

27     30 

1     10 

14 

3 

Anteflexion. 

71 

•« 

31 

11     36 

...     05 

15 

3K 

Normal. 

72 

<• 

20 

10    45 

3    55 

16 

2K 

'• 

73 

<« 

29 

11    05 

3    30 

13 

3 

74 

•  ' 

19 

15    16 

1    10 

13 

3% 

" 

75 

" 

22 

8    56 

2    26 

12 

3 

" 

76 

"• 

21 

8    10 

...    30 

16 

*% 

Anteflexion. 

Seplicsemia. 

77 

" 

22 

4    45 

...     20 

13 

2H 

Normal. 

78 

'• 

27 

14    20 

1    26 

12 

2M 

" 

79 

" 

25 

12    25 

8    05 

16 

m 

Forceps;  perineum 
torn. 

80 

<< 

20 

15     10 

...    25 

14 

2% 

Anteflexion. 

81 

Multipara. 

27 

12    55 

...     28 

13 

3K 

Noriiiul. 

82 

•• 

25 

7    35 

...     15 

14 

3K 

83 

'• 

30 

4    10 

...     08 

14 

3^ 

" 

84 

•< 

24 

4    25 

...     20 

12 

2K 

Anteversion. 

85 

'< 

30 

6     30 

1     06 

12 

3 

Normal. 

86 

"' 

20 

11    20 

...     15 

12 

2% 

'• 

87 

•< 

20 

9    25 

...     20 

17 

3 

Anteversion 

88 

<• 

36 

10    45 

...     11 

16 

■i'A 

Normal. 

Version  ;  forceps. 

89 

<« 

20 

12    30 

...     45 

12 

4i 

" 

Premature. 

90 

<" 

20 

12    45 

4     ... 

22 

3 

" 

Forceps. 

01 

«• 

35 

34    45 

...     18 

13 

2% 

" 

92 

•< 

23 

7    30 

...     15 

17 

3^ 

" 

93 

•• 

22 

17    25 

...     25 

13 

3 

94 

" 

26 

1     ... 

...     iO 

12 

3K 

" 

95 

•  • 

29 

5    lu 

...     15 

14 

3 

" 

96 

•• 

26 

5    30 

...    30 

12 

m 

" 

Hydrocephalus. 

97 

" 

30 

20     ... 

1     10 

13 

" 

98 

" 

40 

2    3U 

...    22 

15 

2% 

Anteflexion. 

'  Septicsemia. 

99 

•  1 

23 

23     ... 

...     10 

15 

■f 

Nurnial. 

Mammary  abscess. 

100 

«• 

28 

6    30 

15    45 

14 

" 

1  Version  ;   craniot- 

omy ;   perineum 

ruptured. 

101 

«« 

19 

9    30 

1     15 

14 

3 

" 

102 

•« 

23 

7    25      ...    20 

14 

4 

" 

103 

" 

31 

13    15      ...    32 

13 

3 

" 

104 

•• 

24 

12    10      ...    38 

19 

3Ji 

Anteversion. 

Septicaemia. 

105 

" 

SO 

16    25 

...     30 

14 

Normal. 

i 

106 

" 

24 

3    10 

...     10 

13 

3 

•' 

Premature. 

107 

26 

14    15 

...     20 

12 

2% 

Anteflexion. 

108 

29 

12    80 

...     30 

18 

3 
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Analysis  of  the  108  cases  gives  the  following  results 
1.  Average  age  of  the  108  eases  was  23.63  years 


80  primipane  was  22.70  years. 
28  raultiparie    "    26.64      " 
Average  number  of  days  in  childbed  when  uterine  cavity 
was  measured,  was  14.82  days. 

Priniiparie. 

The  uterine  cavity  measured  21  inches  in 


th( 


2i 

3 

31 

3i 

3f 

4 

41 

4.] 

:     21 


1 

4 

17 
34 
7 
4 
7 
4 
1 
1 


Multiparae. 

0 
0 
9 
9 
4 
2 
3 
1 
0 
0 


inches  measurements  were 


6.  Average  day  on  which 

made,  12. 

7.  Average  day  on  which  the  21   inches   measurements  were 

made,  14.25. 

8.  Average  day  on  which  the  21  inches  measurements  were  made 

(14.82  primiparre,  12.88  multiparte)  14.15. 

9.  Average  day  on  which  the  3  inches  measurements  were  made 

(14.91  primiparse,  15.11  multipara;)  14.95. 

10.  Average  day  on  which  the  31  inches  measurements  were  made 

(14.85  primiparse,  14.75  multiparae)  14.81. 

11.  Average  day  on  which  the  3]  inches  measurements  were  made 

(13.25  primiparse,  15  multipane)  13.83. 

12.  Average  day  on  which  the  3]  inches  measurements  were  made 

(13.28  primiparse,  14.66  multiparie)  13.70. 

13.  Average  day  on  which  the  4  inches  measurements  were  made 

(22.75  primiparse,  14  multipara;)  21. 

14.  Average  day  on  which  the  41  inches  measurements  were 

made,  17. 

15.  Average  day  on  which  the  4]    inches  measurements  were 

made,  16. 

16.  Average  length  of  uterine  cavity  in  108  cases,  3.10  inches. 
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17.  Average  length  of  uterine  cavity  in  80  prirai.    3.11  inches. 

18.  "  "  "  "  28multi.    3.10      " 

19.  xYverage  day  on  which  the  uterine  cavity  was  measured  in 

23  primiparas,  with  more  <u'  less  laceration  of  perineum, 
15.08.    Average  length  of  the  uterine  cavity,  3.14  inches. 

20.  Average  day  on  which  the  uterine  cavity  was  measured  in 

4  multipane,  with  more  or  less  laceration  of  perineum, 
14.25.   Average  length  of  the  uterine  cavity,  3.50  inches. 

21.  The  ])rimipara  with  a   uterine  cavity  which  measured  21 

inches  was  a  ca.se  of  premature  delivery. 


Primipara 

or 
Multipara. 


Primipara. 


a    . 

D 

uration  of 

9 

1? 

labor. 

a 

i 

3~ 

Age 

First 

Second 

O.S 

stage. 

stage. 

"=  o 

iL~ 

23 

h. 

m. 

h.    tn. 

|i 

—  > 
2H 

8 

40 

...    35 

15 

23 

8 

15 

...     25 

14 

23^ 

18 

18 

1    45 

14 

'i'A 

27 

17 

45 

2    35 

14 

4 

22 

1 

50 

...     05 

14 

Wi. 

26 

2 

...     10 

17 

■HA 

20 

17 

45 

...     45 

13 

2Ji 

34 

18 

10 

4     40 

14 

2>i 

22 

5 

42 

1     18 

15 

■■i'A 

20 

18 

50 

1     25 

15 

2H 

17 

19 

29 

1     40 

13 

■■i'A 

26 

15 

25 

2     25 

13 

■m 

19 

7 

05 

...     40 

12 

3 

25 

34 

05 

...     48 

12 

4 

22 

6 

15 

...     30 

11 

■i'A 

23 

25 

09 

...     11 

15 

m 

21 

11 

...     10 

19 

3Ji 

23 

U 

30 

1     15 

14 

4 

19 

13 

...     10 

15 

3Ji 

20 

8 

30 

2     05 

14 

m 

19 

14 

1     06 

14 

•^Y* 

17 

7 

(15 

...     45 

20 

4 

19 

53 

15 

...     20 

13 

4 

19 

1 

16 

1     ... 

13 

3 

22 

18 

30 

3     10 

16 

2K 

20 

14 

2U 

2     O.i 

Ifi 

^K 

19 

49 

3    05 

18 

2^4 

28 

13 

20 

1     30 

13 

:% 

24 

8 

15 

3     31 

17 

•iW 

29 

23 

25 

1     35 

15 

3 

25 

15 

20 

2    55 

16 

•1% 

29 

23 

04 

1     25 

15 

■iVi 

24 

9 

...     40 

14 

■i% 

28 

19 

i'6 

2    30 

13 

•iVx 

19 

17 

30 

...     35 

13 

•i'A 

20 

16 

45 

...     45 

13 

3^ 

29 

27 

60 

3     10 

12 

3>4 

19 

7 

15 

...     35 

14 

3 

22 

5 

...     45 

14 

3 

19 

8 

46 

1     10 

14 

3H 

19 

33 

1     25 

17 

3M 

21 

10 

10 

1     02 

17 

4 

23 

21 

10 

1     50 

15 

3 

22 

9 

45 

...     55 

15 

4'/i 

19 

6 

15 

1     15 

13 

■iV, 

Position  of  uterus 

at  time  of 

measurement. 


Normal. 

Anteflexion. 

Normal. 

.\ntotU'xiou. 

Nuriiial. 

Anteflexion. 

Normal. 


Prolapse  ;    retro- 
flexion. 
Anteflexion 

Normal. 

Uotroversiou. 

Niiniuil. 

Anteflexion. 

Normal. 

Anteflexion. 

Normal. 

Anteflexion. 

Normal. 


.Anteflexion. 
Normal. 


Slight  retrovers'n, 
Normal. 


Post-partum 
condition. 
Remarks. 


I 


Forceps. 
Forceps. 


Version ;  prolapse  of 
[funis. 


Septicaemia 


Forceps. 

Premature. 
Forceps. 
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Duration  of 

i 

•i| 

Priniipara 

labor. 

9 
1 

a 

Position  of  uterus 

Post-partum 

No. 

or 

Age 

First 

Second 

•S  '^ 

at  time  of 

condition. 

Multipara. 

stage. 

stage. 

°  p 

measurement. 

Remarks. 

>.« 

a  5 

h.    m. 

h.    m. 

^- 

>S  " 

46 

Primipara. 

21 

33    ... 

...    35 

16 

31/ 

Normal. 

47 

" 

23 

7     ... 

1    ... 

13 

4 

" 

48 

" 

21 

7    15 

...     45 

13 

35i 

" 

49 

" 

21 

13     ... 

5     ... 

14 

3 

" 

Forceps. 

50 

" 

19 

16     ... 

...    45 

14 

2K 

Antcveision. 

51 

" 

24 

1    40 

1     ... 

11 

3K 

Anteflexion. 

52 

" 

22 

21     ... 

3     ... 

13 

4 

Normal. 

Forceps. 

53 

" 

22 

7    15 

1    35 

13 

3 

" 

54 

" 

18 

24     ... 

1    20 

33 

3 

" 

Septicaemia. 

55 

" 

15 

8     ... 

...    55 

16 

4 

" 

Version ;  mania. 

56 

20 

8     ... 

2    05 

15 

3'/ 

Anteflexion. 

57 

22 

17    30 

2    40 

14 

4 

Normal. 

58 

24 

17     ... 

1     ... 

16 

3% 

" 

Malaria. 

59 

31 

15    10 

...    30 

15 

4 

" 

60 

17 

14    20 

2    05 

16 

3% 

" 

61 

10 

6    25 

1     ... 

14 

4 

" 

62 

22 

7     ... 

...     40 

15 

3 

Anteflexion. 

63 

" 

17 

8    15 

...     25 

14 

3M 

Normal. 

64 

" 

22 

16     ... 

1    25 

14 

3 

" 

65 

" 

20 

4    20 

...     15 

14 

5 

Retroversion. 

66 

" 

21 

8    20 

1    25 

15 

2H 

Normal. 

Septicaemia. 

67 

" 

21 

4    30 

1     ... 

16 

3 

Anteflexion. 

68 

" 

16 

10    15 

3    30 

14 

3 

Normal. 

69 

15 

54     ... 

5     15 

15 

3 

" 

Forceps ;  perineum 

70 

" 

21 

3    45 

...    50 

15 

3Ji 

Ketroversion. 

[torn. 

71 

" 

36 

6    40 

1     35 

12 

3 

Norn'ial. 

72 

1  17 

11     10 

...     25 

15 

2% 

Slight  autevers'n. 

73 

Multipara,  i  23 

17    08 

...     11 

14 

2K 

Anteflexion. 

74 

1  28 

1    55 

...     20 

14 

31/ 

Normal 

75 

24 

42    50 

...     10 

12 

W* 

'• 

76 

<« 

24 

8    05 

...     10 

12 

2K 

" 

Footling. 

77 

•• 

28 

26    30 

...     25 

14 

2K 

" 

78 

•' 

27 

12    35 

...     27 

11 

3Ji 

" 

79 

" 

21 

32    40 

(35) 

••^5; 

13 

m 

:;      i 

Twins;    footling; 
prolapsed  funis. 

80 

" 

20 

15    15 

...     30 

25 

w* 

Septicaemia. 

81 

'« 

26 

4    45 

...     35 

13 

m 

'< 

82 

36 

30    30 

...     05 

11 

■HA 

Anteflexion. 

83 

•  < 

30 

9    45 

...     40 

13 

3^ 

" 

84 

'• 

26 

4    20 

...     05 

14 

3 

" 

85 

22 

16    45 

...     55 

14 

3'/ 

Slight  retrovers'n. 

Septicaemia. 

86 

34 

30     ... 

1    36 

12 

■i'A 

Normal. 

Face  presentation. 

87 

•' 

28 

17     ... 

...    45 

12 

3 

Anteflexion. 

88 

'• 

30 

5     10 

...     10 

11 

m 

Normal. 

8!) 

" 

21 

1     ... 

...     20 

13 

3 

Septicaemia. 

90 

" 

27 

3    45 

...     10 

15 

3^ 

" 

91 

•' 

26 

10     ... 

1    45 

13 

4 

Slight  anteflexion. 

92 

'• 

23 

5    45 

...     20 

15 

3 

Anteflexion. 

93 

•< 

37 

9     ... 

...     25 

17 

3 

" 

94 

•• 

26 

5    45 

...     15 

14 

4 

Ketroversion. 

95 

" 

19 

9    45 

...     15 

15 

4 

" 

96 

•' 

30 

1    35 

...     15 

15 

4 

Normal. 

97 

" 

22 

1    30 

...     30 

14 

4 

" 

98 

" 

28 

12    15 

...     10 

15 

2K 

Retroflexion. 

99 

" 

38 

3     ... 

2    25 

14 

-H 

Normal. 

100 

•• 

21 

4    15 

...     20 

13 

2-^« 

'• 

101 

" 

24 

3    20 

1     10 

15 

3 

Anteflexion. 

102 

" 

20 

31     ... 

...     15 

20 

3 

" 

103 

" 

30 

11      .. 

...     11 

14 

3 

Normal. 

104 

•' 

22 

13    45 

...     15 

13 

2K 

Ketroversion. 

105 

•• 

33 

G     ... 

...     15 

12 

3 

Anteflexion. 

106 

" 

26 

3     ... 

...     20 

17 

3 

Normal. 

107 

" 

26 

1     45 

...     30 

12 

m 

Retroversion. 

Premature. 

108 

18 

24    25       1    15 

14 

3 

Normal. 

Breech. 
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Analysis  of  the  108  cases  gives  the  following  results 
1.  Average  age  of  the  108  cases  was  23.25  years. 


2. 

<( 

(i 

(( 

72  priniiparne 

was 

21.83  years. 

3. 

<( 

(< 

<( 

36  multiparse 

was 

26.08       " 

4. 

Average 

nuni 

ber  of  days 

in  childbed 

when  uterine  cavity 

• 

was  measiii 

•ed, 

14.4()  days. 

Primiparae. 

Multipara 

5. 

The  uter 

ine  cavit 

y  measured  2 J  iu( 

shes 

in         8 

0 

« 

21 

0 

1 

« 

21 

15 

7 

« 

3 

15 

11 

(( 

3} 

11 

4 

<( 

3  A 

7 

3 

(( 

31 

0 

1 

(( 

31 

1 

5 

« 

4 

12 

5 

(( 

41 

1 

0 

(( 

5 

1 

0 

6.  Average  day  on  which  the  2^    inches   measurements  were 

made  (primipara})  14.25. 

7.  Average  day  on  which  the  21   inches  measurements  were 

made  (multiparae)  13. 

8.  Average  day  on  which  the  2]  inches  measurements  were  made 

(14.66  primiparte,  13.47  multiparse)  14.27. 

9.  Average  day  on  Avhich  the  3  inches  measurements  were  made 

(15.26  primipara?,  14.81  multiparae)  15.08. 

10.  Average  day  on  which  the  31  inches  measurements  were  made 

(14.54  priraiparcTe,  16  multiparae)  14.93. 

11.  Average  day  on  which  the  82  inches  measurements  were  made 

(14.25  primiparae,  13.33  multiparae)  14. 

12.  Average  day  on  which  the  3§  inches  measurements  were 

made  (multiparae)  16. 

13.  Average  day  on  which  the  84  inches  measurements  were  made 

(15  primiparae,  12  multiparae)  12.50. 

14.  Average  day  on  which  the  4  inches  measurements  were  made 

(14.58  primiparae,  14.20  multiparas)  14.47. 

15.  Average  day  on  which  the  4]    inches  measurements  were 

made  (primiparae)  15. 
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16.  Average   day  on  which   the  5  inches  measurements  were 

made  (priraiparse)  14. 

17.  Average  length  of  uterine  cavity  in  108  cases,  3.19  inches. 

18.  "  "  "  "  72  primi.  3.16      " 

19.  "  "  "  "  36  multi.  3.25     " 

20.  Average  length  of  uterine  cavity  in  65  cases  measured  (39 

primiparse,  26  multiparse)  on  the  14th  day,  3.22  inches. 
Average  length  in  primiparse,  3.21  inches, 
multiparje,  3.23       " 

21.  Average  day  on  which  the  uterine  cavity  was  measured  in 

12  primiparse  with  more  or  less  laceration  of  perineum, 
14.33.     Average  length  of  uterine  cavity,  3.01  inches. 


Duration  of 

o 

S  a 

labor. 

3 

ll 

Primipara 

a 

"S  a 

Position  of  uterus 

Post-partum 

No. 

or 

Age 

First 

Second 

-3  >* 

at  time  of 

condition. 

Multipara. 

Btage. 

stage. 

=  a 

M-? 

measurement. 

Remarks. 

^£ 

a  t 

h. 

m. 

h.     m. 

^S 

^S 

1 

Primipara. 

26 

8 

25 

2    55 

15 

3 

Normal. 

2 

" 

20 

11 

...    30 

15 

3 

" 

3 

27 

11 

5    05 

15 

•iH 

" 

Breoch  ;    pprineum 
ruptured. 

4 

20 

3 

45 

1    55 

14 

4 

Perineum  ruptured  ; 
septicaemia. 

6 

20 

30 

... 

1    30 

14 

3 

Slight    retrover- 
sion. 

6 

" 

22 

26 

30 

6    57 

15 

3 

Normal. 

7 

" 

21 

31 

...    55 

13 

31^ 

Anteflexion. 

8 

" 

26 

13 

30 

1     15 

14 

3 

Normal. 

9 

" 

19 

2 

... 

...     35 

13 

2% 

" 

10 

" 

21 

15 

30 

...     30 

14 

»-K 

" 

Breech  ;  premature. 

11 

" 

24 

8 

...    35 

15 

4'/i 

" 

Septicaemia. 

12 

" 

26 

21 

30 

...    45 

15 

s'A 

Anteflexion. 

Breech. 

13 

" 

22 

21 

15 

1    30 

14 

3 

" 

14 

" 

17 

8 

45 

...    40 

14 

3 

Normal. 

15 

" 

32 

5 

30 

...    30 

14 

3 

Retroflexion. 

Premature. 

16 

" 

21 

14 

20 

1    35 

22 

3'/{ 

Normal 

Perineum  ruptured. 

17 

" 

19 

26 

20 

1    25 

15 

4 

Anteflexion. 

18 

" 

17 

42 

30 

1     10 

16 

3 

" 

Septicaemia. 

19 

" 

24 

60 

{\t'A\ 

25 

2K 

(  Eight  lateral 
1      version. 

Septicemia  ;  Slight 
tear  of  perineum 

20 

" 

19 

23 

10  i     1     30 

13 

3 

Normal. 

21 

" 

21 

11 

...  1    ...    40 

14 

3 

Anteflexion. 

Laceration  of  peri- 
neum. 

22 

" 

29 

6 

30       7    25 

15 

3M 

Normal. 

Soptica;mia  ;    slight 

tear  of  perineum. 

23 

39 

48 

6    15 

20 

Z^ 

Retroversion. 

Craniotomy  ;  macer- 
ated foetus  ;  septi- 
caemia ;    ruptured 

perineum. 

24 

" 

24 

17 

20       1    25 

15 

3K 

" 

Ruptured  periueum. 

25 

'.' 

23 

1 

30      ...    50 

14 

*X 

Normal. 

26 

" 

16 

17 

45        1    15 

14 

m 

" 

27 

" 

26 

25 

30       3    50 

15 

3 

" 

Breech. 

28 

18 

15 

30 

1     25 

21 

3 

Auteversion. 

Pleurisy. 

820 
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Duration  of 

0} 

Is 

labor. 

1. 

0)    c^ 

i 

=  .2 

Primipara 

1 

1 

■=.5 

Position  of  uterus 

Post-partum 

No. 

or 
Multipara. 

Age 

First 
stage. 

Second 
stage. 

a 

at  time  of 
nieiisiirement. 

condition. 
Remarks. 

h. 

III. 

h. 

m. 

$ 

3 

29 

Primipara. 

26 

10 

30 

3 

55 

17 

Anteflexion. 

Septicaimia  ;    lacer- 

ation of  cervix. 

30 

" 

19 

29 

4 

15 

••^K 

.■Vnte  version. 

Septicjemia. 

31 

" 

22 

33 

30 

13 

3 

Normal. 

Torn  perineum. 

32 

" 

21 

3 

45 

45 

15 

3'/4 

" 

33 

" 

22 

11 

"2 

14 

■A'A 

" 

34 

" 

TA 

8 

2 

30 

13 

3 

Anteversion. 

3.5 

" 

18 

14 

45 

2 

14 

■iV, 

Normal. 

Septicemia. 

3ti 

" 

33 

3 

45 

1 

45 

14 

•iV* 

" 

Adherent  placenta. 

37 

20 

26 

45 

14 

4 

Right  lateral  ver- 
sion. 

38 

" 

20 

12 

1 

45 

15 

3% 

Normal. 

Septictcmia  ;   peri- 
neum ruptured. 

39 

23 

3 

45 

2 

30 

14 

Z% 

Left   lateral   ver- 
sion. 

Perineum  ruptured. 

40 

" 

20 

8 

3 

17 

3% 

Normal. 

Septicremia;  peri- 
neum ruptured. 

41 

" 

17 

6 

30 

14 

■IK 

Retroversion. 

Ecliimpsia. 

42 

" 

23 

11 

15 

55 

14 

3H 

Noniial. 

43 

" 

27 

3 

45 

"3 

45 

14 

3 

Anteversion. 

Post-partum  hemor- 
rhage. 
Perineum  lacerated. 

44 

" 

16 

26 

10 

1 

30 

14 

4 

Left  lateral   ver- 

sion. 

45 

" 

21 

13 

1 

35 

15 

m 

Autetlexion. 

Septicajmia. 

46 

" 

20 

25 

15 

40 

15 

3^2 

Normal. 

47 

" 

25 

32 

30 

"3 

30 

23 

Left   lateral   ver- 
sion. 

Forceps ;  malaria. 

48 

" 

18 

18 

15 

45 

15 

w. 

Retroversion. 

Septictemia. 

49 

" 

27 

10 

2 

15 

15 

Left  lateral   ver- 

sion. 

60 

" 

28 

20 

30 

2 

45 

16 

2M 

Left   lateral    ver- 
sion. 

51 

23 

19 

45 

' 

20 

15 

"^ 

Anteversion. 

Retained  placenta ; 
post-partum  hemor- 
rhage ;  septicremia. 

52 

" 

'iO 

35 

20 

1 

35 

15 

'^K 

Retroflexion. 

Forceps. 

53 

" 

24 

12 

30 

1 

14 

•m 

Anteversion. 

54 

" 

24 

11 

1 

45 

11 

:-,% 

Normal. 

Perineum  lacerated. 

55 

" 

15 

6 

45 

1 

50 

13 

4 

" 

5G 

" 

28 

21 

1 

15 

•tK 

" 

57 

" 

22 

27 

15 

1 

12 

4 

" 

58 

" 

22 

10 

i'e 

15 

3'/ 

Anteversion. 

69 

" 

23 

13 

20 

30 

15 

3 

" 

60 

" 

21 

8 

"i 

15 

4 

Normal. 

61 

" 

23 

14 

30 

45 

13 

3% 

" 

62 

" 

33 

5 

30 

15 

15 

3% 

" 

63 

" 

27 

53 

45 

30 

14 

4 

" 

04 

" 

21 

11 

30 

46 

25 

m 

Anteversion. 

Septicemia 

«5 

" 

21 

9 

30 

12 

w* 

" 

66 

<i 

21 

22 

15 

"\ 

12 

4 

Normal. 

07 

" 

21 

12 

30 

26 

12 

4 

" 

08 

** 

18 

11 

45 

"i 

15 

15 

4 

Left  lateral    ver- 
sion. 

09 

<• 

20 

10 

20 

1 

20 

13 

3U 

Normal. 

70 

'■ 

27 

18 

45 

11 

34 

■4i 

Lacerated  perineum 
septicaemia. 

71 

" 

23 

21 

7 

■J  5 

14 

4 

Right  lateral  ver- 
sion. 

72 

<« 

23 

35 

40 

10 

13 

4 

Normiil. 

Ccivix  lacerated. 

73 

" 

19 

37 

"i 

10 

14 

■i% 

" 

"            " 

74 

" 

25 

28 

3 

50 

14 

3 

Retroversion. 

"            " 

75 

" 

18 

6 

30 

45 

13 

4 

Slight     retrover- 
sion. 
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Duration  of 

, 

=  i 

labor. 

0 

»•? 

Primipara 

i 
1 

3.5 

No. 

or 
Multipara. 

Age 

First 
stage. 

Second 
stage. 

si-r 

h.    m. 

h.    ni. 

1^ 

ja 

76 

Multipara. 

17 

6     ... 

...    35 

i:^ 

^H 

77 

** 

43 

1     15 

...     05 

15 

3 

78 

" 

2.S 

18     ... 

...     41' 

15 

2% 

79 

'• 

23 

6     ... 

...     35 

14 

•% 

80 

" 

25 

3     15 

...     25 

14 

3^4 

81 

" 

22 

2     15 

...     10 

15 

3 

82 

" 

37 

29    50 

...    05 

13 

3 

83 

" 

40 

11    20 

...     05 

13 

3 

84 

" 

26 

..      20 

...     05 

14 

••2'% 

85 

" 

24 

16    30 

1     ... 

15 

3 

80 

" 

23 

18     ... 

...     30 

14 

4K 

87 

<< 

23 

2    30 

1     15 

14 

3 

88 

" 

28 

14    30 

1     45 

16 

4 

89 

" 

22 

11    50 

...     10 

14 

3% 

90 

" 

24 

14     ... 

1     10 

12 

'■'Vi 

91 

" 

30 

2     ... 

...     30 

14 

:iK 

92 

" 

23 

9     45 

1     ... 

14 

m 

OS 

" 

24 

12     ... 

...     50 

13 

■^% 

94 

" 

29 

14    15 

...     55 

14 

3 

95 

" 

32 

0    15 

1     20 

13 

2K 

96 

" 

37 

3    45 

1     15 

21 

;<H 

97 

" 

24 

16     ... 

1     20 

14 

;<'i 

98 

" 

27 

19    30 

3     ... 

14 

■^% 

99 

" 

26 

1    50 

5     10 

13 

3 

100 

'• 

33 

12     ... 

...     30 

14 

3V4 

101 

" 

20 

12    45 

...     30 

16 

■i'A 

102 

" 

25 

6    30 

...     13 

14 

■i% 

103 

" 

33 

6    30 

3     55 

l:! 

•i'A 

104 

" 

34 

6     ... 

...     40 

13 

4 

103 

" 

31 

4     ... 

f 

14 

'■iV* 

106 

" 

31 

7    45 

...  '  10 

16 

■■% 

107 

" 

34 

20     ... 

...    05 

11 

■•'4 

108 

" 

24 

25    30 

6     ... 

14 

4 

Position  of  uterus 

at  time  of 

nioasuroment. 


Normal. 


Anteversion. 

Normal. 

Antellexion. 

Retroversion. 
Normal. 

Anteversion. 

Normal. 

Anteversion. 

Retroversion. 

Anteversion. 

Normal. 

Anteversion. 
Normal. 

Anteversion. 

Normal. 

Retroversion. 
Normal. 


Post-partum 
comlition. 
Remarks. 


Breech  ;  premature. 


Premature  ;    septi- 
caemia. 


Version. 


Face  presentation. 
Epilepsy. 


Laceration  of  cervix 


Analysis  of  the  108  cases  gives  the  followiug  results  : 

1.  Average  age  of  the  108  cases  was  24.04  years. 

2.  "         "         "         75  primipar£e  was  22.53  years. 

3.  "         "         "         33  multiparje  was  27.48     " 

4.  Average  number  of  days  in  childbed  when  the  uterine  cavity 

was  measured,  14.83. 

Primiparae.      Multipara;. 

5.  The  uterine  cavity  measured  2'  inches  in         7  4 " 
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«  (<  <(  q.'>  (< 


4 

41 


21 

8 

7 

8 

10 

5 

1 

0 

16 

5 

9 

2 

4 

1 

Gyn  Soc 


322         MEAsritEME.Xrs  OF  THE  UTERINE  CAVITV. 

6.  Average  day  on  which  the  21  inches  measurements  were  made 

(17.57  ])rimipanie,  14  miiltipara")  1G.27. 

7.  Average  day  on  which  the  3  inches  measurements  were  made 

(16.09  primipar?e,  14  multiparte)  15.51. 

8.  Average  day  on  which  the  31  inches  measurements  were  made 

(15  primiparje,  13.12  multipano)  14. 

9.  Average  day  on  which  the  32  inches  measurements  were  made 

(15.20  primiparae,  15.60  multiparee)  15.33. 

10.  Average  day  on  which  the  3.5   inches  measurements  were 

made  (primiparaj)  13. 

11.  Average  day  on  which  the  33  inches  measurements  were  made 

(14  priiniparse,  14.40  multipara})  14.09 

12.  Average  day  on  which  the  4  inches  measurements  were  made 

(13.66  primiparse,  14.50  multipara)  13.81. 

13.  Average  day  on  which  the  4]  inches  measurements  were  made 

(14.50  priiniparre,  14  multiparie)  14.40. 

14.  Average  length  of  uterine  cavity  in  108  cases  was  3.39  inches. 

15.  "  "  "  "  75  primi.  "    3.42     •' 

16.  "  "  "  "  33  multi.  "    3.31     " 

17.  Average  length  of  uterine  cavity  in  63  cases  (38  primiparae, 

25  multiparie)  measured  within  the  14th  day,  3.41  inches. 
Avei'age  length  of  primiparre,  3.48  inches. 
"  "  iiuilti parse,  3.32     inches. 

18.  Average  day  on  which  uterine  cavity  was  measured  in  24 

primiparie  with  more  or  less  laceration  of  the  perineum, 
16.33.     Average  length  of  uterine  cavity,  3.56  inches. 

19.  Average  day  on  which   uterine  cavity  was  measured  in  4 

multiparas  with  more  or  less  laceration  of  the  perineum, 

14.25. 
Average  length  of  the  uterine  cavity,  3.50  inches. 


LAPAROTOMY  FOR  INTRA-PELVIC  PAIN. 


By  Thomas  A.  Ashby,  M.D., 
Baltimore. 


Intra-pelvic  pain  is  associated  witli  a  number  of  intra- 
pelvic  conditions  of  structural,  inflammatory,  and  neuralgic 
origin. 

So  far  as  my  observation  goes,  the  severity  of  the  pain  bears 
no  appreciable  rehttion  to  the  magnitude  of  the  intra-pelvic 
condition.  Several  of  the  largest  growths  I  have  ever  met 
in  the  pelvis  and  abdomen  gave  rise  to  no  severe  physical 
suifering  apart  from  the  mere  mechanical  pressure  due  to 
their  presence.  On  the  contrary,  the  most  intense  form  of 
intra-pelvic  pain  which  I  have  ever  observed  was  associated 
with  no  appreciable  lesion  within  the  pelvis,  ascertainable  by 
the  ordinary  methods  of  exploration.  Pain,  then,  as  a  symp- 
tom, may  be  considered  to  stand  alone,  and  not  necessarily  to 
depend  upon  lesions  which  can  be  recognized  by  the  usual 
physical  signs  employed  in  the  diagnosis  of  intra-pelvic  dis- 
ease. I  wish,  therefore,  to  present  an  argument  in  favor  of 
the  exploratory  incision  as  an  aid  to  the  diagnosis  and  treat- 
ment of  intra-pelvic  pain,  dependent  upon  conditions  which 
cannot  be  ascertained  or  successfully  treated  except  by  this 
method. 

Ovarian  neuralgia  is  a  well- recognized  condition.  The 
periodicity  with  which  it  comes  and  goes,  the  severity  of  its 
attacks  in  given  cases,  the  stubborn  resistance  it  makes  to 
therapeutic  agents,  and  the  hopelessness  of  its  subsidence  in 
many  instances,  invest  its  study  with  peculiar  interest  and 
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importance.  Experience  has  long  since  shown  that  many  of 
these  cases  are  hopelessly  incurable  until  the  menopause  has 
been  established,  and  that  they  not  infrequently  continue  long 
after  the  periodic  cycle  has  passed  over.  What  to  do  with 
such  individuals  is  a  difficult  problem  to  solve  when  the 
various  methods  of  treatment  have  been  attempted  with  no 
satisfactory  conclusion. 

The  so-called  palliative  treatment  may  have  its  advantages 
when  the  social  condition  and  environment  of  tiie  patient 
favor  a  recourse  to  such  methods,  but  take  those  unfortunate 
women  who  must  either  continue  breadwinners  or  fall  help- 
less into  the  hands  of  the  charitable,  what  physical  or  mental 
life  or  hope  is  there  in  a  purely  palliative  regimen?  Un- 
doubtedly these  women  appeal  most  loudl}'  and  piteously  for 
help,  and  it  is  just  to  this  class  that  the  instrumentality  of 
surgery  is  most  effective.  Worn  out  with  the  struggle  against 
pain  and  disability,  such  women  assent  with  cheerfulness  to 
operative  intervention  when  its  advantages  and  risks  are 
calmly  stated  to  them.  When  useful  occupation  is  so  im- 
paired or  destroyed,  by  the  severity  of  these  attacks  of  iutra- 
pelvic  pain,  that  the  life  of  the  individual  is  a  burden  to 
herself  and  oftentimes  to  her  friends,  what  excuse  remains 
for  withholding  the  advantages  of  a  laparotomy  when  experi- 
ence has  so  clearly  shown  that  the  trouble  is  removable  at 
comparatively  little  risk  by  this  procedure?  Nor  do  I  think 
we  are  warranted  in  every  instance  in  waiting  for  the  condi- 
tion of  semi-  or  total  invalidism  to  warrant  tiie  operation  of 
lajiarotomy  in  such  conditions.  There  is  always  danger  of 
an  unnecessary  resort  to  surgical  iutervenlion  in  iutra-})elvic 
work,  yet  it  seems  to  me  this  danger  can  be  escaped  if  the 
surgeon  will  eliminate  from  his  work  the  element  of  uncer- 
tainty which  comes  from  the  too  casual  study  and  observa- 
tion of  such  cases,  and  employs  the  operation  only  in  such 
cases  as  have  been  under  the  closest  personal  observation  or 
which  present  histories  of  the  most  positive  character.  The 
nervous  and  hysterical  element  should  always  be  discounted 
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in  deciding  the  question  of  operation,  for  it  is  well  known  the 
desire  may  precede  the  suggestion,  and  the  surgeon  may  un- 
wittingly fall  into  the  plan  arranged  for  him  by  the  precon- 
ceived wishes  of  tlie  individual.  The  elimination  of  such 
errors  of  diagnosis  as  are  here  suggested  removes  the  only 
uncertain  quantity,  and  we  are  clear  to  proceed  with  operative 
work  when  the  indications  warrant  us  in  instituting  it.  In 
deciding  such  a  question  I  hold  that  the  wishes  of  the  patient 
and  of  her  friends  must  largely  influence  the  decision  of  the 
surgeon.  He  is  dealing  purely  with  a  subjective  state,  and 
has  no  data  to  guide  him  but  subjective  symptoms.  The 
gravity  of  these  symptoms  is  only  appreciable  through  the 
impressions  conveyed  by  the  patient,  and  he  must,  therefore, 
of  necessity  leave  the  acceptance  of  operative  treatment  to 
her  decision.  With  the  woman  it  becomes  a  question  of  debit 
and  credit,  and  she  should  be  assisted  in  making  the  account 
balance  by  judicious  medical  advice. 

The  severity  and  character  of  her  suffering  are  largely  com- 
municable to  her  friends  and  to  her  physician.  Her  subjective 
condition  is  not  a  sealed  book,  but  an  open  page  on  which 
can  be  read  by  the  intelligent  observer  every  letter  and  line 
indicative  of  her  physical  and  mental  distress.  By  close 
observation  the  careful  clinical  observer  can,  with  rare  pre- 
cision, separate  these  cases  into  two  classes,  those  justly  enti- 
tled to  operative  interference,  and  those  not  coming  under 
this  privilege.  Mistakes  may  occur  in  dividing  the  lines,  but 
they  can  be  reduced  to  a  very  small  percentage  if  all  the  facts 
bearing  upon  the  social  condition  and  environment  of  the 
individual  case  are  properly  estimated. 

The  surgeon  who  will  carefully  follow  this  line  of  reason- 
ing and  of  action  will  have  it  within  his  power  to  confer 
immense  good  upon  a  large  class  of  women  who  are  useless 
to  themselves  and  to  society.  Ovarian  dysmenorrhcea  will 
largely  cease  to  be  an  opprobrium  of  the  gynecological  art. 

But  apart  from  the  large  class  of  women  who  suifer  from 
neuralgic  conditions  within    the   pelvis,  there  is  a  distinct 
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class  of  lesions  w  liioli  iuvolvc  the  jK'lvic  organs  which  give 
rise  to  decided  and  severe  forms  of  intra-pelvic  pain.  These 
lesions  are  often  impossible  of  recognition  by  any  other 
method  of  exploration  than  throngh  the  abdominal  incision. 
They  may  be  gronped  under  the  head  of  minor  forms  of 
displacement,  chronic  inflammations,  adhesions,  and  vascular 
disturbances.  They  resist  treatment  as  obstinately  as  the  neu- 
ralgic conditions,  and  just  as  loudly  call  for  surgical  interven- 
tion. Nothing  short  of  a  removal  or  correction  of  the  condi- 
tion by  an  intra-pelvic  operation  will  accomplish  a  satisfactory 
result.  In  the  management  of  such  cases  the  surgeon  is 
clearly  in  the  line  of  duty  when  he  makes  use  of  the  only 
rational  method  of  diagnosis  and  of  treatment  for  such  condi- 
tions by  opening  the  abdomen  and  boldly  attacking  the  con- 
dition in  fdlu.  In  such  cases  the  old  adage  holds  too  true, 
"  Nothing:  risked,  nothino-  o-ained." 

When  we  weigh  in  one  scale  the  danger  of  a  laparotomy 
and  in  the  other  the  benefit  conferred  upon  this  class  of  indi- 
viduals, the  balance  will  show  a  most  handsome  profit  to  the 
account  of  the  surgeon  and  to  his  patients.  I  have  had  no 
accurate  way  of  collecting  statistics  to  prove  this  assertion,  for 
this  class  of  work  is  too  recent  to  furnish  reliable  data,  but  I 
am  prepared  to  believe  there  is  no  condition  for  which  lapa- 
rotomy is  performed  in  which  the  mortality  rate  should  be  so 
low.  If  over  five  per  cent,  of  such  cases  perish  under  such 
conditions,  we  should  refer  such  results  to  the  circumstances 
under  which  this  work  is  executed,  and  not  to  the  conditions 
removed.  I  may  be  open  to  criticism  for  making  such  au 
assertion  without  the  evidence  to  support  it,  but  my  convic- 
tions are  so  positive  that  a  laparotomy  should  be  approached 
in  the  treatment  of  this  class  of  cases,  that  I  am  willing  to 
throw  the  burden  of  proof  upon  anyone  who  is  in  a  position 
to  disprove  my  statement. 

I  have  seen  in  my  own  experience  such  decided  and  positive 
benefits  result  from  the  abdominal  incision  instituted  in  behalf 
of  this  class  of  patients  that  I  shall  feel  that  my  duty  to  this 
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class  of  sufferers  is  not  conscientiously  performed,  if  after  a 
careful  and  negative  use  of  the  palliative  methods  of  treat- 
ment I  do  not  urge  the  advantages  of  a  laparotomy  with  its 
risks  and  casualties.  Whatever  view  we  may  take  of  such 
cases  there  is  a  personal  element  which  must  be  considered, 
and  upon  this  factor  we  must  largely  depend.  Such  indi- 
viduals are  in  no  danger  of  their  lives  when  treated  tentatively. 
They  may  go  from  month  to  month  and  from  year  to  year 
somewhat  better,  somewhat  worse,  from  day  to  day.  If  they 
elect  this  course,  who  is  responsible  for  the  decision?  Cer- 
tainly not  the  surgeon,  if  he  clearly  presents  facts  and  data  to 
their  careful  consideration.  But  reverse  the  picture  :  Let  the 
medical  adviser  be  a  man  of  narrow  prejudice  or  a  careless 
observer  of  the  progress  and  advancement  of  the  surgical  art, 
and  he  will  so  distort  and  magnify  the  aim  and  methods  of 
the  abdominal  surgeon  that  his  patient  will  endure  the  tor- 
tures of  the  damned  rather  than  invoke  a  rational  instrumen- 
tality. I  am  not  exaggerating  facts  when  I  say  these  patients 
are  daily  falling  into  the  hands  of  the  abdominal  surgeou. 
They  come  with  a  tale  of  woe  and  lamentation,  and  go  away 
rejoicing  in  the  hope  of  human  aid  and  skill.  The  simple 
hope  of  a  way  of  escape  from  years  of  physical  and  mental 
bondage  at  once  takes  possession  of  the  vast  majority  of  this 
class  of  women,  and  when  calmly  and  honestly  told  of  the 
dangers  of  a  laparotomy  and  its  probable  benefits,  many  of 
them,  if  left  alone  to  reach  a  decision,  soon  come  to  a  positive 
and  hearty  conclusion  and  courageous  acceptance  of  its  instru- 
mentality in  their  behalf 

I  feel  that  I  stand  on  the  highest  moral  ground  when  I 
protest  against  the  prejudice  and  narrow  conservatism  which 
exaggerate  the  dangers  of  laparotomy  and  which  depreciate 
the  good  it  pan  and  does  confer  upon  this  invalid  class  of 
women.  I  have  no  desire  to  defend  a  single  unnecessary 
resort  to  a  surgical  expedient,  but  I  do  say,  when  all  else 
fails  and  life  is  yet  without  hope  and  comfort,  what  rigiit  has 
any  man  to  cry  out  against  a  rational  procedure  which  involves 
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comparatively  little  risk  and  may  confer  untold  good  upon  a 
worn-out  and  useless  life?  I  have  had  a  recent  experience 
which  illustrates  my  position  in  regard  to  this  class  of  patients 
so  happily  that  I  shall  close  my  argument  with  a  brief  recital 
of  the  case  in  question.  On  the  23d  day  of  April  of  the 
present  year  I  was  invited,  by  one  of  the  oldest  and  most 
respected  general  practitioners  of  my  city,  to  see  a  lady  in  con- 
sultation with  him  who  presented  the  most  perfect  picture  of 
the  invalid  class. 

The  lady  in  question  was  thirty  years  of  age,  unmarried,  of  high 
social  position,  exceedingly  intelligent,  cultivated,  and  bright. 
In  physical  organization  she  was  delicate  and  neurasthenic,  but 
mentally  possessed  remarkable  courage  and  fortitude.  She  was 
free  from  every  suspicion  of  hysteria  or  nervousness.  Her 
physical  condition  had  been  lowered  by  extreme  physical  suffer- 
ing, whilst  her  mental  faculties  triumphed  against  fearful  odds 
over  her  disabilities. 

She  had  made  a  brave  fight  for  life  and  hope,  yet  years  of  con- 
stant intra-pelvic  pain  had  well-nigh  exhausted  both  body  and 
spirit. 

From  the  age  of  fourteen  years  to  the  time  of  my  visit  she  told 
me  she  had  never  known  a  moment  when  awake  that  she  did  not 
feel  more  or  less  pain  in  the  left  ovarian  region.  She  was  ever 
conscious  of  discomfort  in  that  locality.  When  not  in  agonizing 
pain  there  was  a  tired  sensation  which  never  let  up.  At  the 
menstrual  period  this  pain  was  greatly  intensified,  often  it  was 
agonizing,  and  anodynes  gave  only  partial  relief  For  the  past 
four  years  she  had  not  been  able  to  rest  on  the  left  side.  The 
weight  of  the  bedclothes  gave  discomfort.  Mere  pressure  of  the 
hand  was  unbearable.  For  some  months  past  she  had  given  up 
all  out-door  exercise,  and  was  confined  to  her  room  or  lounge  with 
no  heavier  garments  than  a  warm  wrap[)er.  Her  general  health 
had  sympathized  with  her  local  distress,  and  she  was  suffering 
from  poor  digestion,  asthma,  restless  nights,  bodily  fatigue,  and 
a  whole  train  of  minor  ailments. 

For  these  varied  symptoms  she  had  been  treated  by  her  physi- 
cian, who  was  at  the  same  time  a  friend  and  relative,  and  per- 
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sonally  deeply  interested  in  her  case,  with  every  known  remedy 
for  such  conditions.  He  frankly  told  me  he  had  exhausted  the 
list  of  agents,  and,  in  placing  me  in  charge  of  the  case,  expressed 
the  opinion  that  he  had  left  me  nothing  to  employ  m  the  list  of 
therapeutic  remedies.  I  was  invited  to  see  the  case  as  a  specialist, 
and  with  the  hope  that  some  local  method  of  treatment  might 
prove  of  service.  Up  to  this  time  a  vaginal  examination  had  not 
been  made.  No  attempt  had  been  made  to  ascertain  the  cause  of 
the  local  distress.     It  had  been  treated  syraptomatically,  not  as  a 

lesion. 

Upon  the  occasion  of  my  first  visit  I  made  a  vaginal  examina- 
tion with  extreme  difficulty  and  with  no  satisfiictory  conclusion. 
The  only  thing  I  did  was  to  discontinue  all  drugs,  to  place  the 
patient  on  a  very  nutritious  and  easily  digestible  diet,  and  to 
order  hot-water  vaginal  injections.  From  this  time  on  for  the 
next  two  months  I  employed  every  method  at  my  command  to 
improve  her  general  health  and  to  make  an  intelligent  diagnosis. 
In  the  former  I  succeeded,  in  the  latter  I  utterly  fiiiled.  Apart 
from  an  anteflexion  of  the  uterus  and  some  downward  displace- 
ment, I  could  make  out  no  satisfactory  intra-pelvic  condition  to 
account  for  her  distress.  The  pain  in  the  left  ovarian  region  was 
constant,  and  at  times  intense.  It  defied  my  powers  of  analysis. 
Even  under  chloroform  I  could  find  no  condition  to  exi)lain  its 
presence.  The  patient  was  in  constant  suftering,  and  while  her 
general  health  improved  under  a  most  nutritious  regimen,  her 
pain  did  not  abate  one  jot  or  tittle. 

I  used  pessaries,  hot-water,  blisters,  and  lastly  electricity,  to 
say  nothing  of  massage,  ointments,  and  the  like.  Two  or  three 
weeks  of  close  attention  convinced  me  there  was  only  one  thing 
else  to  do— either  to  abandon  the  case  as  incurable  or  open  the 
abdomen  and  ascertain  what  the  condition  was  and  whether  it 
was  not  removable.  I  stated  these  views  to  the  patient  and  to 
others  interested  in  her.  My  professional  consultants  admitted 
that  there  was  nothing  else  to  do.  All  hands  wished  a  longer 
trial  of  the  palliative  agents,  to  which  I  assented  with  the  object 
in  view  of  proving  their  absolute  worthlessness ;  whilst  I  had  no 
faith  in  such  a  course  of  action,  I  followed  it  as  rationally  and 
faithfully  as  it  was  possible  to  do. 
To  make  a  long  story  short,  the  patient  and  her  friends  assented 
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to  a  laparotomy,  and  on  the  18th  of  June  the  abdomen  was 
opened  and  her  ovaries  and  tubes  were  removed.  She  made  a 
very  prompt  recovery  from  the  operation,  and  from  that  day  to 
the  present  has  not  had  one  single  tinge  of  intra-pelvic  pain. 
The  cure  was  radical  and  complete.  I  append  a  few  sentences 
from  a  recent  letter,  bearing  date  August  24,  1890,  to  show  her 
present  condition  and  her  grateful  appreciation  of  the  service 
rendered.  After  expressing  the  gratitude  she  feels,  she  says: 
"You  have  really  given  me  a  new  life.  When  you  came  to  me  I 
had  lost  all  earthly  hope.  My  life  was  one  of  martyrdom,  and  I 
was  longing  for  the  time  when  death  would  give  me  relief.  Many 
times  I  could  have  prayed  to  die  but  that  my  faith  taught  me 
that  life  was  a  precious  treasure  which  we  should  value  and  do 
all  in  our  jiower  to  preserve.  So  all  I  could  do  was  to  suffer  and 
try  to  be  patient.  Year  after  year  the  pain  grew  worse.  Each 
attack  was  more  severe  and  longer,  and  as  time  wore  on  I  became 
more  and  more  an  invalid.  Words  cannot  express  the  relief  I 
feel  since  the  operation.  The  world  and  everything  in  it  appears 
to  me  in  a  new  light.  Life  is  now  a  joy,  and  I  can  appreciate 
the  happiness  and  blessings  with  which  God  has  so  surrounded 
me.  To  understand  the  relief  one  must  have  suffered  the  pain, 
so  I  feel  that  anything  I  could  say  would  be  adequate." 

I  have  no  comments  to  offer  on  such  language.  If  this 
patient  does  not  experience  every  word  she  has  written,  then 
ray  senses  are  impaired  and  I  desire  to  be  placed  under 
mental  treatment. 

But  apart  from  the  most  satisfactory  outcome  in  this  case, 
I  was  most  deeply  interested  in  the  anatomical  and  pathologi- 
cal conditions  found  in  her  jielvis.  These  conditions,  as  I 
have  stated,  were  not  ascertainable  ])rior  to  the  opening  of  the 
abdomen.  They  were  not  appreciable  by  the  usual  physical 
signs  at  the  command  of  the  gynecologist,  from  the  fact  that 
the  depth  of  the  pelvis  and  thickness  of  the  abdominal  walls 
prevented  those  nice  delineations  which  often  make  it  possi- 
ble to  recognize  minor  conditions  by  the  touch  and  palpation. 

The  left  ovary  wa.s  chiefly  involved,  and  it  was  in  the  left 
ovarian  region  that  pain  had  been  experienced.     On  this  side 
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the  broad  ligaments  extended  from  the  uterus  to  the  pelvic 
brim  as  two  parallel  folds  of  membrane,  as  tense  and  un- 
yielding to  pressure  as  a  drum-head.  Between  the  ligaments 
the  ov^ary  was  firmly  caught  and  held  as  if  in  a  vice.  The 
ovary  itself  was  small  and  presented  a  condition  I  have  ob- 
served in  several  other  cases  of  ovarian  dysmenorrhoea.  The 
organ  was  studded  with  corpora  lutea,  some  six  or  eight  in 
number,  in  different  stages  of  degenerative  change,  and  pre- 
senting the  appearance  of  and  as  large  as  the  corpus  luteum 
of  pregnancy  at  about  the  fourth  month  of  gestation.  In 
other  words,  cicatrization  following  ovulation  was  retarded 
and  incomplete,  and  the  ovary  was  kept  in  a  condition  of 
continued  congestion  by  this  irregular  process  of  repair.  In 
the  right  ovary  only  two  corpora  lutea  were  observed  in  this 
condition. 

Whether  the  interference  with  normal  ovulation  was  the 
occasion  of  the  intense  intra-pelvic  pain,  or  the  abnormal  ana- 
tomical relations  of  the  peritoneal  folds  were  responsible  for 
the  condition,  I  am  not  able  to  say ;  but  this  fact  is  positive, 
the  removal  of  the  condition  gave  immediate  and  permanent 
relief.  Within  six  hours  after  the  operation  the  patient 
voluntarily  stated  that  she  experienced  relief  in  the  left  ova- 
rian region.  Her  pain  disappeared  absolutely  within  forty- 
eight  hours,  and  up  to  the  present  time  she  has  not  had  a 
trace  of  her  former  suffering.  She  has  not  menstruated  since 
the  operation.  She  is  now  going  around  and  enjoying  health 
commensurate  with  her  physical  condition  in  other  respects. 

I  present  these  anatomical  aud  patiiological  conditions  to 
your  consideration  with  the  hope  that  some  one  whose  experi- 
ence in  such  matters  is  larger  than  my  own  will  give  a  more 
accurate  account  of  the  condition  than  I  am  able  to  do. 
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DISCUSSION. 

Dr.  Howard  Kelly,  of  Baltimore. — I  know  Dr.  Ashby  will 
not  think  I  am  personal  if  I  object  strongly  to  the  occurrence  of 
"  laparotomy  for  pain,"  in  his  title.  The  generic  term  "  lapar- 
otomy for  pain  "  carries  us  back  to  the  early  years  of  abdominal 
work,  when  we  were  unable  to  detect  pelvic  disease  by  bimanual 
palpation.  Since  those  earlier  days  "  pain  "  is  talked  of  less  and 
disease  more ;  thus  "  avaralgia "  is  a  disease  of  which  we  now 
hear  but  little,  and  it  is  a  condition  which  I  never  diagnose.  If  I 
cannot  find  out  what  is  the  matter,  I  do  not  call  it  "  ovaralgia," 
but  put  it  down  to  ignorance  of  pelvic  pathology.  Operations 
for  pain  would  lead  us  into  many  serious  errors,  such  as  removing 
the  ovaries  for  displacement  or  vascular  disturbances,  a  dangerous 
plan ;  opening  up  an  enormous  operative  field,  it  is  true,  but 
carrying  us  back  to  the  practice  of  six  or  eight  years  ago,  when 
laparotomy  was  too  often  not  a  last,  but  a  first  resort.  We 
ought  to  make  out  diseased  conditions  of  the  ovary  by  careful 
bimanual  examination.  A  cultivated  touch  will  even  reveal 
delicate  adhesions  binding  down  ovary  and  tube.  In  every  un- 
certain case  an  examination  should  be  made  under  an  anaesthetic, 
before  deciding  what  plan  of  treatment  to  pursue.  It  is  astonish- 
ing how  things  sometimes  clear  up  in  this  way. 

There  is  another  very  important  way  of  reaching  the  ovary, 
which  I  have  employed  for  some  time  past,  by  which  I  can  make 
out  conditions  I  did  not  formerly  detect ;  namely,  by  using  my 
corrugated  tenaculum,  by  means  of  which  I  can  draw  the  uterus 
down — often  without  an  anaesthetic — almost  to  the  vaginal  out- 
let ;  this  is  held  by  the  third  and  fourth  fingers  on  the  ball  of  the 
thumb,  leaving  the  index  finger  free  to  use  in  the  vagina  or  rec- 
tum in  combination  with  the  other  hand  on  the  abdomen.  The 
ovaries  are  thus  brought  down  and  are  usually  easily  reached. 
When  I  find  difficulty  in  detecting  the  lesser  diseases,  particularly 
the  presence  of  slight  adhesions,  1  find  by  the  following  means 
I  can  always  reacli  the  ovary :  I  push  the  uterus  down  in  the 
pelvis  in  retro-position  with  my  abdominal  hand,  so  that  the  pos- 
terior curve  of  the  uterus  corresponds  to  the  curve  of  the  lower 
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part  of  the  sacrum.  The  index  finger  of  the  other  hand  is  then 
introduced  through  the  rectum  and  feels  for  the  ovary,  the  char- 
acteristic, almond-shaped  body  slipping  around  under  ttie  finger. 
When  it  is  not  at  once  detected  in  its  usual  position,  I  then  go  to 
the  ovarian  ligament,  running  my  finger  up  to  the  fundus  uteri, 
and  then  drawing  it  down  close  to  the  uterus  along  the  posterior 
surface  of  the  broad  ligament  until  I  feel,  from  I2  to  2  cm. 
from  the  top,  a  sharp,  resisting  band  running  outward  from  the 
body  in  the  direction  of  the  pelvic  wall  on  each  side  of  the 
uterus,  markedly  different  from  any  other  band  about  the  uterus, 
except  at  the  lower  segment  in  the  region  of  the  utero-sacral 
ligaments.  This  band  is  the  utero-ovarian  ligament ;  having 
found  this,  it  is  easy  to  touch  the  ovary  by  simply  following  it 
out  for  2  cm.,  where  it  is  attached  to  the  inner  angle  of  the 
organ. 

In  women  in  the  better  class  of  society  we  have  no  right  to 
remove  the  ovaries  for  adhesions  or  displacements  from  pelvic 
diseases  until  we  have  long  persisted  in  treatment;  sometimes 
these  cases  improve  after  years  of  treatment.  In  the  working 
class  of  women  I  think  we  are  justified  after  a  shorter  period  of 
treatment  in  adopting  the  more  radical  means,  but  excepting  in 
the  cases  where  we  have  positive  proof  in  the  shape  of  attacks 
of  pelvic  peritonitis  and  many  adhesions,  we  ought  not  to  operate 
until  all  other  means  are  exhausted.. 

My  remarks,  Mr.  President,  were  evoked  by  a  few  words  in 
the  title  of  the  paper  which  called  up  forgotten  pictures  of  the 
past.  I  must  apologize  to  Dr.  Ashby,  for  they  did  not  apply  to 
his  paper,  and  in  a  similar  case  I  would  adopt  the  same  plan 
which  Dr.  Ashby  so  skilfully  and  with  so  much  success  put  into 
practice.     Reports  of  this  kind  are  very  instructive. 

Dr.  a.  Palmer  Dudley,  of  New  York. — I  think  that  this 
subject,  which  is  so  important,  ought  not  to  be  closed  with  a 
limited  discussion.  I  cannot  agree  with  Dr.  Kelly's  opinion  that 
we  should  not  perform  laparotomy  for  pain.  I  did  not  under- 
stand Dr.  Ashby  to  say  that  he  did  so,  but  that  he  performed 
laparotomy  for  the  relief  of  the  condition  that  produced  the  pain. 

It  is  utterly  impossible  for  any  of  us,  I  do  not  care  how  much 
skill  we  may  have,  or  how  perfect  we  may  become  in  manipula- 
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tion,  to  make  a  correct  diagnosis  in  every  case  of  pelvic  disease, 
even  though  a  patient  is  thin  and  emaciated.  There  are  certain 
conditions  of  the  ovary  which  it  is  utterly  impossible  to  demon- 
strate by  bimanual  touch.  I  have  seen  it  in  my  own  practice 
and  in  the  practice  of  men  very  much  better  than  I  am,  and 
when  we  have  a  patient  who  gives  us  a  history  such  as  the  one 
which  Dr.  Ashby  has  given  us  to-day,  we  owe  it  to  ourselves 
and  to  the  patient  that  we  should  perform  laparotomy  for  the 
relief  of  the  condition  that  produces  that  pain. 

The  condition  which  he  speaks  of  here  is  a  very  interesting 
one,  that  of  atrophy  of  an  ovary  (or  the  vascular  tissue  in  it), 
surrounded  by  bands  of  adhesions,  and  he  calls  attention  to 
three  or  four  reasons  for  this  pathological  condition.  He  men- 
tions vascular  disturbance,  subacute  or  chronic  inflammation, 
and  minor  adhesions.  I  place  vascular  disturbance  first,  as  I 
believe  it  to  be  the  starting-point  of  the  majority  of  pelvic  dis- 
eases in  women.  If  we  remember  our  anatomy,  we  know  that 
the  circulation  differs  in  the  female  from  that  of  the  male;  there 
are  no  valves  in  the  ovarian  veins,  which  are  some  nine  or  ten 
inches  in  length.  On  the  left  side — and  I  know  you  will  bear 
me  out  in  saying  that  the  left  side  is  the  most  often  affected  in 
women — the  vein  is  pressed  upon  by  the  sigmoid  flexure  of  the 
colon,  passing  not  only  behind  that,  but  into  the  renal  vein 
without  a  valve ;  it  is  obstructed  from  above  by  the  transverse 
circulation  from  the  kidney,  and  under  such  conditions  it  has  to 
make  its  way  from  the  uterus  and  the  broad  ligament  up  into 
the  renal  vein.  For  this  reason  I  place  disturbances  of  the  cir- 
culation first  as  the  cause  of  these  troubles,  and  some  two  years 
ago  I  read  a  paper  upon  the  subject  and  gave  the  history  of  four 
cases  of  what  1  considered  to  be  varicocele  in  the  female.  At 
that  time  it  was  considered  to  be  somewhat  of  a  myth,  but  I  am 
happy  to  say  that  Skene,  Lusk,  Polk,  Nilsen,  and  Currier  have 
since  found  cases  of  that  kind  in  which  the  veins  were  enormously 
dilated  in  the  pelvis.  As  a  result  of  this  clironic  congestion, 
es])ecially  at  the  menstrual  period,  you  get  osmosis  and  low  sub- 
acute inflammation,  and  from  that,  adhesions.  When  adhesions 
have  once  taken  place  in  the  female  pelvis  and  become  firmly 
fixed,  I  contend  it  is  impossible  to  destroy  those  adhesions  by  any 
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process  of  manipulation  or  massage.     Therefore,  if  you  have  any 
such  condition  as  Dr.  Ashby  has  demonstrated  in  this  case,  I  con- 
tend we  do  not  do  our  duty  unless  we  make  a  laparotomy.    I  do 
not  say  that  we  should  always  remove  such  an  ovary,  and  during 
my  last  year's  experience  I  have  three  times  saved  the  ovaries 
and  tubes  in  cases  similar  to  the  one  the  Doctor  has  described, 
with  this  result :   The  patients  were  all  young  married  women, 
they  were  invalids  and  every  menstrual  period  wiis  attended  with 
severe  pain.     I  tried  every  means  of  palliative  treatment  in  the 
three  cases  for  two  years,  three  years,  and  six  months,  respec- 
tively.    I  made  minor  operations  upon  two  of  them,  but  did  not 
relieve  them  a  particle.     Then  I  resorted  to  laparotomy,  broke 
up  the  adhesions  around  the  ovary,  found  the  tubes  were  per- 
vious, transfixed  the  ovary  with  a  sharp  needle,  and  drained 
some  ten  cysts  in  each  ovary,  aHowed  the  cyst  cavities  to  refill 
with  blood  and  then  dropped  the  ovary  back.     The  first  case  was 
operated  upon  last  December,  the  other  two  in  April  and  May 
of  the  present  year.    Before  coming  here  I  obtained  a  history  of 
their  condition  at  the  present  time.     In  all  three  of  the  cases  the 
pain  was  relieved  from  the  date  of  the  operation.     I  fastened  the 
uterus  forward  by  a  method  which  I  shall  describe  in  the  future, 
without  attaching  it  to  the  abdominal  wall,  and  the  patients  tell 
me  that  from  the  date  of  the  operation  they  have  had  no  pain  at 
the  menstrual  period.     Physical  examination  of  two  of  them  last 
Friday  and  Saturday  revealed  their  condition  to  be  this:  the 
uterus  in  perfect  position  and  no  adhesions  about  the  ovary  that 
I  could  diagnose  no  pain  on  palpation,  no  pain  due  to  house- 
hold duties;  and  they  were,  so  far  as  they  knew  themselves, 
perfectly  well. 

So  I  believe  that  there  are  cases  which  we  can  save  by  this 
method  of  treatment ;  at  any  rate,  I  think  it  is  worth  trying.  I 
would  like  to  hear  from  some  member  of  the  Society  who  has 
had  some  experience  similar  to  this,  and  I  hope  we  shall  hear 
from  Dr.  Polk. 

Dr.  William  M.  Polk,  of  New  York.— As  I  understand  it, 
sir,  I  am  called  upon  to  speak  upon  two  points.  First,  in  direct 
comment  upon  Dr.  Ashby's  paper,  and  next  upon  certain  re- 
marks made  by  Dr.  Dudley. 
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As  I  interpret  Dr.  Ashby's  paper  it  is  nothing  more  than 
an  advocacy  of  exploratory  incision,  and  in  that  view  of  the 
case  it  seems  to  me  that  the  doctor  is  entirely  right.  I  am  very 
well  aware,  sir,  that  a  great  deal  has  been  said  concerning  the 
too  great  freedom  with  which  the  abdomen  is  entered,  and  I  am 
well  aware  that  some  ugly  words  have  been  used  toward  those 
who  advocate  this  procedure,  and  I  take  it  that  Dr.  Ashby's 
paper  is  rather  a  protest  against  such  condemnations  than  the 
advancement  of  any  distinctly  new  idea  or  theory  upon  the 
subject.  With  that  view  of  the  paper,  I  really  think  we  owe 
him  thanks,  and  I  am  satisfied  that  my  friend,  Dr.  Kelly,  will 
say  the  same  thing,  notwithstanding  the  fact  that  he  has  criti- 
cised the  doctor  a  little. 

It  is  extremely  interesting  to  find  that  since  the  days  of  appen- 
dicitis— which,  by  the  way,  is  found  to  exist  in  the  male  as  well  as 
the  female — that  this  opening  of  the  abdomen  has  been  extended 
somewhat,  and  our  own  sex  is  at  last  brought  face  to  face  with 
the  proposition  that  our  intestines  are  to  be  examined  and 
looked  into.  I  find  that  this  one  fact  has  done  more  to  upset  all 
the  nonsense  (pardon  the  word)  than  has  been  uttered  and  ex- 
pressed from  time  to  time  in  regard  to  this  question  of  lapar- 
otomy than  any  other  one  consideration  that  has  been  enter- 
tained by  our  profession  ;  therefore,  sir,  I  think  that  the  gentlemen 
of  the  Gynecological  Society  owe  a  moment  to  the  male  appen- 
dix. But  I  beg  the  Society's  pardon  for  indulging  in  this  chaff, 
and  now  to  come  down  to  the  facts  of  the  paper.  First,  in  refer- 
ence to  the  necessity  of  laparotomy  upon  the  line  suggested  by 
Dr.  Ashby.  Dr.  Kelly  has  said  that  by  the  rectal  and  vaginal 
methods  of  examination  he  could  always  succeed  in  making 
out  diseased  conditions  of  the  ovaries,  the  patient  being  under 
anrcsthesia.  That,  of  course,  is  a  rule,  but  I  am  sure  that  Dr. 
Kelly  will  acknowledge  that  there  are  exceptions  to  the  rule. 
Now,  of  course,  no  one  case  should  be  taken  as  establishing  a 
rule,  but  unquestionably  we  have  cases  in  which  the  method  of 
examination  in  question  is  not  sufficient,  carried  out  even  in  the 
most  dexterous  manner  by  the  most  delicate  and  well-instructed 
touch.  I  had  a  patient  in  my  ward  who,  I  am  thankful  to  say, 
was  examined  by  a  number  of  physicians,  men   who  would  all 
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come  within  the  description  just  suggested.  That  woman  had 
pelvic  pain,  and  half  of  them  said  that  it  was  due  to  malaria.  I 
confess  that  with  the  bimanual  methods  I  could  not  find  anything 
abnormal  in  that  woman's  abdomen.  She  was  rather  stout,  I 
admit,  which  made  me  feel  that  I  was  going  to  discover  something 
on  opening  the  abdomen,  which  I  did.  I  found  her  pelvic  organs, 
including  the  omentum  and  intestines,  one  universal  mass  of  loose 
adhesions  that  were  long  enough  to  permit  the  greatest  amount 
of  latitude  of  motion  in  the  structures  in  question.  I  had  to 
work  ray  way  down  through  the  loose  adhesions  with  the  utmost 
care  to  get  at  the  ovaries  and  tubes.  I  sacrificed  them,  but  inas- 
much as  I  do  not  now  believe  that  the  pain  was  dependent  upon 
anything  but  the  adhesions  that  existed,  I  fear  that  the  operation 
did  little  good,  for  the  reason  that  to  relieve  her  of  the  adhesions 
I  would  have  had  to  dissect  coil  of  intestines  from  coil  of  intes- 
tines. These  adhesions  existed  in  great  quantity  and  were  of 
such  a  character  as  would  permit  of  what  we  consider  the  nor- 
mal amount  of  latitude  of  motion  on  the  part  of  the  structures 
in  question. 

Now,  in  regard  to  the  point  raised  by  Dr.  Dudley.  It  is  par- 
ticularly gratifying  to  see  that  we  are  beginning  to  work  along 
a  different  line  from  that  of  complete  amputation,  and  that 
we  have  at  last  reached  the  conclusion  that  it  is  admissible 
to  attempt  a  partial  extirpation  rather  than  complete  ampu- 
tation, and  the  suggestions  made  by  Dr.  Dudley  are  in  that 
line.  Now,  sir,  you  can  make  an  exploratory  incision  in  an 
ovary  just  as  well  as  into  the  cavity  of  the  abdomen.  I  have 
laid  a  sound  ovary  open  from  its  outer  periphery  to  the  hilum — 
wide  open  as  you  would  an  apple,  or  the  kidney  when  you  cut  it 
for  post-mortem  examination  with  a  view  of  finding  out  whether 
it  is  diseased,  and  then  sewed  it  up  and  put  it  back,  and  the 
woman  suffered  not  the  slightest  inconvenience.  Now,  mind 
you,  I  do  not  intend  to  say  that  we  should  indulge  in  that  kind 
of  incision  of  the  ovary,  but  the  result  in  that  case  (while,  as  I 
said  before,  one  case  does  not  establish  a  principle)  at  least  opens 
the  door  through  which  we  may  pass  and  perhaps  find  a  road 
that  will  lead  to  something  else  than  amputation  in  all  cases. 
In  this  connection,  I  beg  leave  to  call  your  attention  to  certain 
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work  done  by  Martin,  of  Berlin,  in  which  he  amputates  the 
dilated  infundibulum  of  the  tube,  and  allows  the  patent  ampu- 
tated tube  together  with  its  sound  ovary  to  remain  in  the  cavity 
of  the  pelvis.  The  more  I  look  into  this  question,  sir,  the  more 
I  am  satisfied  that  it  is  our  bounden  duty  to  endeavor  by  every 
means  in  our  power  to  keep  as  much  ovarian  stroma — provided 
it  be  sound — in  the  cavity  of  the  woman's  pelvis  as  is  compatible 
with  her  health  and  usefulness.  You  may  say  that  is  a  pretty 
broad  "  if,"  but  I  will  attempt  to  enter  into  a  definition  by  what 
I  mean  by  that.  I  merely  mean  to  say  that  there  are  many  of 
these  ovaries  that  we  can  leave  in  if  we  partially  eradicate. 
Many  ovaries  have  one  or  two  small-sized  cysts,  which  can  be 
enucleated  and  the  ovary  allowed  to  remain.  It  is  gratifying 
to  find  that  whereas  in  the  beginning  of  our  abdominal  work, 
when  a  man  opened  the  abdomen  nothing  satisfied  him  short  of 
taking  out  everything  he  could  lay  his  hands  upon,  to-day  we 
recognize  a  number  of  improvements  in  this  direction.  First, 
that  catarrhal  salpingitis  does  not  justify  amputation;  and  again, 
five  years  ago  it  was  not  admitted  that  mere  adhesions  in  the 
pelvis  binding  down  the  tube  and  the  ovary  did  not  justify 
amputation.  I  trust,  sir,  that  we  shall  be  able  to  work  in  the 
same  line  and  develop  further  conservatism  in  the  direction 
which  I  have  suggested. 

Dr.  H.  T.  Byford,  of  Chicago. — It  would  almost  be  inferred 
from  the  propositions  in  the  essay  that  we  could  always  cure 
ovaralgia  that  had  resisted  all  treatment  by  removing  the  ovaries. 
Yet  I  have  recently  had  a  case  that  had  been  faithfully  treated 
by  physicians  and  gynecologists,  in  which  I  used  all  manner  of 
treatment  for  a  year,  including  a  successful  Alexander's  opera- 
tion for  retroversion,  and  finally  removed  the  ovaries  without 
benefit. 

I  would  also  venture  a  remark  about  some  of  the  improve- 
ments suggested  by  Dr.  Polk.  My  experience  has  been  that 
when  we  introduce  sutures  into  the  ovary,  or  wound  it  to  any 
extent,  exudates  and  adhesions  will  occur.  Hence  I  would 
rather  remove  the  organ  than  interfere  much  with  it.  I  would 
aspirate  cysts,  but  would  not  extensively  incise  or  suture  the 
organ.     I  have  once  been  obliged  to  remove  an  ovary  for  pain- 
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ful  and  persistent  adhesions,  due  to  suturing  the  ovarian  liga- 
ment. While  I  admit  that  ovaries  need  not  always  be  removed 
for  adhesions,  yet  I  believe  that  it  is  usually  more  conservative 
to  remove  extensively  diseased  ones  after  the  abdomen  is  open, 
than  to  leave  them. 

Dr.  Matthew  D.  Mann,  of  Buffalo. — The  question  of  the  re- 
moval of  the  ovaries  for  pelvic  pain  is  certainly  a  very  difficult 
one  to  decide,  and  all  of  us  who  do  laparotomies  must  have  seen 
cases  where  we  were  puzzled  to  know  what  it  was  best  to  do.  I 
do  not  believe  that  in  all  of  these  cases  we  can  make  an  absolute 
diagnosis  of  the  condition  of  the  ovary  before  the  abdomen  is 
opened.  I  am  sure  we  have  all  been  surprised  to  find  conditions 
existing  which  we  hardly  suspected,  even  after  a  careful  exami- 
nation under  ether.  On  this  ground,  therefore,  I  think  we  can 
commend  Dr.  Ashby's  position,  and  say  that  the  exploratory 
incision  is  often  advisable. 

Now,  supposing  we  open  the  abdomen,  and  do  not  find  any  very 
gross  lesions,  no  greatly  enlarged  ovaries  or  diseased  tubes.  We 
take  an  ovary  and  tube  up,  and  examine  carefully,  cutting  the 
ovary  open  for  the  purpose  of  finding  out  the  lesions,  as  Dr.  Polk 
suggests.  When  this  is  done,  are  we  certain  that  with  this  exami- 
nation we  can  recognize  all  the  disease  which  exists?  We  know 
that  there  are  some  diseases  of  the  ovary  which  have  been  de- 
scribed lately,  which  can  only  be  demonstrated  under  the  micro- 
scope, although  they  give  symptoms  which  may  enable  us  to 
suspect  their  presence.  Now,  if  we  lay  the  ovary  open,  can  we 
recognize  these  diseases  or  any  similar  fine  lesions,  and  yet  these 
conditions  may  exist  and  cause  pain.  This  is  the  objection  to  this 
method  of  trying  to  diagnose  minute  diseases  of  the  ovary,  and 
treating  them  without  removal  of  the  ovary. 

Treating  the  ovary  without  removal  is  referred  to  by  Dr.  Polk, 
but  I  do  not  see  how  he  can  take  the  cysts  out  and  then  sew  up 
the  organ  without  the  certainty  of  adhesions  forming  between 
the  ovary  and  parts  around,  and  if  adhesions  form,  the  condi- 
tion is  as  bad  as,  or  worse  than,  before.  So,  although  I  should 
be  willing,  perhaps,  under  certain  circumstances,  to  try  this 
method,  I  am  not  very  hopeful  that  it  is  going  to  do  much  good. 
It  is  new ;  it  has  not  been  sufficiently  tried,  and  the  crucial  test 
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is  experience,  but  I  do  not  have  much  hope  of  great  help  in  that 
direction. 

One  more  point  regarding  pain  in  the  pelvis.  I  believe  that 
in  a  great  many  cases  the  abdomen  has  been  opened  and  the 
ovaries  removed,  where  the  trouble  was  not  in  the  ovaries  or 
tubes  at  all,  but  in  the  ureters.  We  heard  a  great  deal  about 
the  ureters  yesterday,  and  I  believe  that  disease  of  the  ureters 
is  extremely  common.  We  find  them  enlarged  and  tender,  the 
pain  being  often  attributed  to  ovarian  disease. 

A  patient  came  to  me  not  long  ago  who  had  been  examined 
by  two  or  three  men  in  her  town,  and  removal  of  the  tubes  and 
ovaries  had  been  advised.  There  was  no  trouble  in  the  tubes  or 
ovaries,  but  the  ureters  were  so  tender  that  the  patient  shrieked 
when  I  touched  them.  The  urine  was  full  of  uric  acid,  and 
treatment  in  this  direction  has  given  her  great  relief.  I  think 
this  is  a  point  which  is  generally  overlooked  in  these  cases  of 
pelvic  pain. 

Dr.  Polk. — May  I  ask  Dr.  Mann  one  question?  Of  course, 
the  principle  is  this,  sir,  that  we  are  here  merely  to  get  informa- 
tion and  to  develop  the  advisability  of  the  ideas  that  are  sug- 
gested from  time  to  time.  Now,  what  I  want  to  get  at  is  this : 
The  nature  of  the  lesions  that  he  spoke  of  that  have  been 
recently  suggested,  which  have  a  clearly  established  connection 
with  the  clinical  history  of  pain  and  discomfort.  He  did  not 
make  that  clear. 

Dr.  Mann. — I  referred  to  the  cases  of  Dr.  Mary  Dixon  Jones, 
of  Brooklyn.     I  have  not  verified  them  under  the  microscope, 
and  only  threw  this  out  as  a  hint. 
Dr.  Polk. — I  thought  so. 

Dr.  Jsoepii  Taker  Johnson,  of  Washington. — I  have  listened 
with  great  interest  to  the  paper,  and  to  the  remarks  of  Dr.  Polk. 
My  experience  in  nearly  one  hundred  laj)arotomies  does  not  bear 
out  the  correctness  of  the  suggestions  made  by  Dr.  Polk.  In 
regard  to  our  efforts  to  yield  to  the  widespread  demand,  among 
general  practitioners  at  least,  that  "  this  wholesale  onslaught  on 
the  ovaries  should  cease,"  and  that  we  should  simply  break  down 
adhesions,  leaving  the  ovaries  and  the  woman  "  without  mutila- 
tion and  unsexing,"  I  would  say  that  I  have  in  a  number  of  cases 
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broken  up  the  adhesions  which  seemed  to  be  the  greater  part 
of  the  trouble,  where  the  results  of  former  inflammation  had 
bound  the  pelvic  viscera  together.  In  several  of  these  cases  I 
have  not  removed  the  ovaries,  or  only  one  which  was  more  dis- 
eased than  the  other.  In  two  cases  the  patients  were  relieved  for 
six  months,  and  I  thought  that  they  were  cured,  but  the  trouble 
returned,  and  they  became  worse  than  before,  so  that  it  was  neces- 
sary to  perform  a  second  operation.  In  this  second  operation  the 
other  ovary,  which  had  been  left,  was  removed,  and  since  then 
they  have  been  perfectly  well.  I  believe  that  if  the  ovaries  had 
both  been  removed  the  first  time,  when  the  adhesions  were  broken 
up,  the  patients  would  have  been  cured  by  the  first  operation. 
Leaving  one  was  entirely  on  account  of  yielding  to  the  ex- 
pressed wish  of  the  physician  present,  who  said :  "  Don't  remove 
the  other  ovary ;  break  up  the  adhesions  and  she  will  be  all 
right."  But  the  subsequent  condition  after  a  few  months  was 
worse  than  before.  The  second  operation  had  to  be  done  in 
order  to  relieve  her  from  adhesions,  made  worse  by  the  first 
operation.  I  think  that  the  condition  is  made  worse  sometimes 
by  breaking  up  these  adhesions,  resulting  in  shorter  bands  than 
in  the  first  place,  and  binding  the  viscera  closer  together  than 
before.  You  remember  the  teaching  of  Thomas  and  Goodell, 
that  where  the  abdomen  was  opened,  and  there  was  the  slightest 
suspicion  of  disease  in  the  other  ovary,  that  should  be  removed 
also.  In  these  two  cases,  and  in  two  others  in  my  experience,  it 
was  necessary  to  perform  a  second  operation  to  remove  the  ovaries 
which  had  been  left;  on  account  of  the  patient  being  a  young 
woman,  we  thought  it  was  a  pity  to  remove  them  both.  So,  from 
ray  experience  in  these  four  cases,  I  have  come  to  feel  that  if 
there  is  much  disease  it  is  better  and  safer  for  the  patient  to  have 
the  other  ovary  out,  than  to  leave  her  subject  to  this  repetition 
of  invalidism  and  the  dangers  of  a  second  operation. 

Dr.  Polk. — There  is  no  question,  Mr.  President,  of  the  just- 
ness of  Dr.  Johnson's  comment.  It  is  exactly  in  the  line  of  my 
own  experience,  but  does  not  invalidate  the  position  which  I  wish 
to  suggest  to  the  Society  ;  on  the  contrary,  it  strengthens  it,  for  the 
reason  that  it  makes  it  necessary  for  us  to  examine  the  additional 
ovary  with  great  care,  and  unquestionably  if  there  is  multiple 
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cystic  degeneration  of  any  extent  it  is  unwise  to  leave  it.  A 
second  operation  has  been  made  quite  as  often  in  tubal  disease 
for  the  tube  which  was  left  behind.  I  am  sure,  however,  that  we 
have  many  ovaries  in  which  there  are  but  one  or  two  good-sized 
cysts,  which  we  can  enucleate  after  the  manner  of  Schroeder, 
and  the  adhesions  that  result  will  amount  to  very  little.  It  is 
not  necessary  in  these  cases  even  to  make  use  of  sutures  for  the 
purpose  of  closing  the  incision  in  the  ovary.  I  merely  spoke  of 
sutures  in  my  case,  because  it  was  done  to  control  hemorrhage 
from  the  cut  ovarian  surfiices. 

In  regard  to  the  history  of  adhesions,  that  is  a  matter  which  we 
have  as  yet  not  fathomed.  We  know  that  in  some  cases  adhesions 
may  exist  forever,  but  they  are  not  always  a  matter  of  great  im- 
portance. I  think  that  we  have  all  opened  the  abdomen  a  second 
time  and  found  to  our  surprise  no  remnant  whatever,  or  at  best 
but  one  or  two  small  bands,  showing  the  lines  along  which  the 
drainage-tube  rested  probably  five  or  six  days  after  the  primary 
operation.  Therefore  we  must  give  the  patient  the  benefit  of  the 
doubt  concerning  these  adhesions,  as  well  as  the  benefit  of  the 
doubt  in  the  other  directions  mentioned. 

Dr.  Ashby. — In  closing,  I  would  only  say  that  I  regret  that 
Dr.  Kelly  has  not  given  us  a  better  title  for  the  paper  than 
laj)arotomy  for  pain. 

Dk.  Kelly. — My  remarks  referred  to  the  contents  of  the 
paper  rather  than  to  its  title. 


A  CASE  OF  INCONTINENCE  OF  URINE  DUE 
TO  MALPOSITION  OF  THE  URETER. 


By  F.  II.  Davenport,  M.D., 
Boston. 


Mrs.  W.,  twenty-nine  years  old,  married,  three  children,  was 
brought  to  me  by  her  physician  December  11,  1889. 

She  gave  the  following  history.  She  had  suffered  from  incon- 
tinence of  urine  all  her  life,  being  constantly  wet,  and  as  a  con- 
sequence debarred  from  society,  and  practically  confined  to  her 
own  house  and  immediate  neighborhood. 

Close  questioning  revealed  the  following  facts:  The  leaking 
was  very  constant,  not  being  affected  by  position,  time  of  day,  or 
special  expulsive  efforts,  like  straining  or  coughing.    The  amount 
varied,  however,  within  certain  limits,  as  shown  by  the  number 
of  napkins  required,  sometimes  two  or  three  a  day  being  suffi- 
cient, while  at  other  times  six  or  eight  were  necessary.     There 
was  more  just  before  she  was  unwell  and  when  she  was  pregnant. 
Urine  collected  in  the  bladder  and  was  passed  at  normal  inter- 
vals, but  leaking  occurred  almost  immediately  after  the  bladder 
was 'emptied.     There  was  no  history  of  a  gush  of  urine  followed 
by  a  period  of  quiescence.    Cystitis  was  absent,  and  her  physician 
assured  me  that  her  urine  was  normal.     He  had  tried  in  many 
ways  to  effect  a  cure  ;  belladonna,  and  nerve  tonics,  electricity, 
rectifying  a  malposition  of  the  uterus,  and  injecting  water  into 
the  bladder  to  enlarge  its  capacity  up  to  eighteen  ounces.     All 
these  measures  had  been  absolutely  fruitless. 

The  examination  in  the  dorsal  position  did  not  reveal  anything 
except  that  there  was  a  sense  of  unusual  thickness  of  the  ante- 
rior vaginal  wall,  appreciable  to  the  examining  finger;  nothing 
abnormal  was  noticed  about  the  meatus. 
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On  the  introduction  of  the  speculum  in  Sims's  position  a  pecu- 
liar ridge  of  the  mucous  membrane  was  noticed  on  the  anterior 
wall,  a  little  thicker  than  a  lead-pencil,  convoluted,  and  perhaps 
two  inches  in  length.  It  ran  from  just  below  and  to  the  right  of 
the  cervix,  and  ended  about  half  an  inch  back  of  the  meatus,  a 
little  to  the  right  of  the  median  line.  This  was  commented  on 
at  the  time  as  an  unusual  appearance. 

Attention  was  now  directed  to  the  meatus,  from  which  appa- 
rently urine  was  slowly  dropping.  When  it  was  remembered  that 
the  patient  had  passed  urine  just  before  the  examination,  and  that 
she  was  lying  in  Sims's  position,  it  seemed  at  once  evident  that  it 
was  not  an  ordinary  case  of  incontinence.  On  closer  inspection 
it  seemed  as  if  the  urine  instead  of  coming  from  the  urethra 
came  from  a  point  just  on  its  edge  and  below  it.  Here  there 
was  a  heart-shaped  papilla,  at  the  apex  of  which  there  was  a 
small  dark  spot.  To  determine  the  source  of  the  urine  the  lower 
portion  of  the  urethra  was  plugged  with  a  pledget  of  absorbent 
cotton,  when  it  wiis  found  that  urine  still  issued  from  this  papilla. 
A  fine  probe  was  now  tried,  and  an  opening  was  discovered,  just 
at  the  black  spot  described  above,  which  admitted  the  probe  to 
the  depth  of  half  an  inch.  Its  farther  progress  was  arrested  by 
a  depression  in  the  vaginal  wall,  just  beyond  which  the  convo- 
luted ridge  began.  Pressure  made  upon  this  ridge  from  behind 
forward  caused  urine  in  increased  amount  to  drop  from  the 
opening. 

The  chain  of  evidence  now  seemed  to  be  clear  that  we  had  to 
do  with  a  malformation  of  the  ureter,  by  which,  instead  of  turn- 
ing into  the  bladder  at  its  normal  place,  it  was  continued  along 
in  the  septum  between  the  bladder  and  vagina,  and  emptied  by 
a  special  opening  near  the  meatus.  This  hypothesis  very  satis- 
factorily explained  the  train  of  symptoms  observed  in  this  case. 
I  was  the  more  ready  to  accept  this  diagnosis,  as  I  had  in  mind 
a  case  reported  some  years  ago  by  Dr.  W.  H.  Baker,  where  a 
precisely  similar  condition  of  things  was  found,  and  was  success- 
fully ojjerated  on  by  him.     This  case  will  be  referred  to  later. 

The  indication  in  this  case  was  if  possible  to  dissect  up  the 
ureter  from  its  bed  in  the  anterior  vaginal  wall  to  a  point  cor- 
responding to  where  it  would  normally  enter  the  bladder,  make 
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an  opening  into  the  bladder,  turn  the  ureter  in  and  fasten  it 
there,  and  then  close  the  fistula. 

The  operation  was  performed  on  February  11,  1890.  In  the 
Sims's  position  the  field  of  operation  was  well  exposed.  The 
ridge  presumably  containing  the  ureter  was  incised  across  at  its 
anterior  extremity,  and  in  the  middle  of  it  was  easily  found  a 
lumen  of  considerable  size.  A  probe  could  now  be  easily  passed 
four  inches,  and  with  careful  manipulation  probably  more.  Its 
direction  was  through  the  convoluted  tube,  which  straightened 
out  as  it  passed,  then,  half  to  three-quarters  of  an  inch  anterior 
to  the  cervix,  it  curved  around  to  the  right,  following  the  direc- 
tion of  the  normal  ureter.  Thus  all  possible  doubt  as  to  its 
nature  was  set  at  rest.  As  the  ureter  below  its  normal  opening- 
place  into  the  bladder  was  not  imbedded  in  the  vaginal  wall, 
but  lying  on  it,  as  it  were,  it  was  an  easy  matter  to  dissect  it  up 
from  its  bed.  When  this  had  been  done  for  a  distance  of  about 
two  inches  an  opening  was  made  into  the  bladder.  The  vaginal 
surface  of  the  ureter  was  refreshed  for  about  half  an  inch 
from  the  bladder  end,  and  the  superfluous  end  cut  off.  Two 
catgut  sutures  were  then  passed  through  the  thickened  walls  of 
the  ureter,  and  through  the  bladder  membrane  and  tied.  The 
fistula  and  denuded  bed  of  the  ureter  were  then  closed  with 
silver  wire  sutures,  care  being  taken  to  include  a  good  deal  of 
tissue  over  the  fistula  and  ureter. 

Directions  were  given  to  evacuate  the  bladder  every  four 
hours  with  a  glass  catheter,  increasing  to  five  or  six  after  a  few 
days. 

There  was  apparently  no  leaking  for  several  days  after  the 
operation,  but  there  was  soon  evidence  that  perfect  union  had 
not  been  secured,  and  an  examination  with  the  speculum  by  the 
attending  physician  revealed  the  existence  of  a  small  fistula  near 
the  point  of  insertion  of  the  ureter  into  the  bladder. 

A  secondary  operation  was  therefore  done  March  11th.  On 
close  examination  it  was  found  that  the  ureter  had  retracted  so 
that  its  free  end  was  lying  in  the  vaginal  septum  instead  of 
within  the  bladder.  The  ureter  was  dissected  still  farther  out 
from  the  vaginal  wall,  and  a  considerable  area  of  vaginal  raucous 
membrane  denuded  on  each  side  and  above.     A  fistula  was 
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made  and  two  catgut  stitches  passed  through  the  ureter  and 
bhulder  mucous  membrane,  as  in  the  preceding  operation.  In 
order  to  push  the  free  end  of  the  ureter  well  through  into  the 
bladder,  the  vaginal  mucous  membrane  was  folded  transversely 
instead  of  lengthwise  of  the  vagina,  thus  shortening  somewhat 
the  length  of  the  anterior  vaginal  wall,  and  numerous  silver 
wire  stitches  were  used,  care  being  taken  not  to  compress  the 
lumen  of  the  ureter. 

This  last  operation  was  a  complete  success,  the  parts  uniting 
perfectly,  and  for  the  first  time  in  her  life  the  patient  was  able 
to  keep  herself  dry. 

The  report  of  Dr.  W.  F.  Whitney  ou  the  portion  of  sup- 
posed ureter  which  was  cut  off  at  the  first  operation,  is  as 
follows  : 

"  A  piece  of  tissue  three  and  one-half  centimetres  long,  traversed 
by  a  canal,  lined  with  a  membrane  slightly  folded  on  the  inside. 
Microscopic  examination  showed  it  to  be  in  general  fibrous  tissue, 
and  that  the  lining  membrane  was  made  up  chiefly  of  somewhat 
flattened  cylindrical  epithelial  cells.  The  structure  w:is  similar 
to  that  of  a  ureter." 

As  a  matter  of  secondary  interest  it  may  be  well  to  mention 
that  on  exploring  the  bladder  with  tlie  finger  a  polypus  was 
found  hanging  from  the  upper  bladder  wall,  about  the  size  of 
a  grape,  and  with  a  very  small  pedicle.  It  was  left,  as  I  did 
not  desire  to  complicate  in  any  way  the  success  of  the  opera- 
tion. 

Tiie  first  point  of  interest  in  this  case  is  the  extreme  rarity 
of  the  affection.  Dr.  W.  H.  Baker  in  1878  published^  the 
account  of  a  case  almost  the  counterpart  of  this,  and  was  at 
tiiat  time  able  to  find  tiie  report  of  only  one  similar  case,  the 
records  of  which  were  found  in  the  Boston  City  Hospital.  It 
did  not,  however,  come  to  operation.  Dr.  Baker  also  referred 
to  a  case  of  Dr.  T.  A.  Emmet's  at  the  Woman's  Hospital  in 
New  York,  where  one  of  the  ureters  ended  in  the  upper  part 
of  the  vagina  beside  the  cervix  uteri. 

'  New  York  MedicalJournal,  December,  1878. 
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A  somewhat  careful  study  of  the  literature  of  the  subject 
since  Dr.  Baker's  paper  was  published,  reveals  only  one  case 
wliich  is  at  all  analogous.  Dr.  von  Massari'  reports  a  case 
where  there  was  atresia  ani  at  birth,  which  was  operated  on 
with  partial  success.  When  the  girl  was  four  years  old,  a 
secondary  operation  was  undertaken  for  the  purpose,  if  possi- 
ble of  giving  the  patient  complete  control  of  the  sphincter. 
At  that  time  some  dribbling  of  urine  was  noticed.  Death 
followed  the  second  operation;  and  the  autopsy  showed  a 
single  kidney  formed  by  the  fusion  of  the  two,  the  right  ure- 
ter normal,  the  left  contracted  in  places  by  cicatrices,  and 
passing  along  the  anterior  wail,  and  ending  in  a  fold  of  the 
vulva  with  a  very  small  opening. 

Other  abnormalities  of  the  ureter,  such  as  double  ureter 
either  for  a  part  or  the  whole  of  their  course,  but  opening 
normally  into  the  bladder ;  absence  of  upper  two-thirds  of 
left  ureter,  lower  third  developed  ;  atrophy  of  left  kidney, 
left  ureter  ending  in  a  walnut-sized  tumor  projecting  into  the 
bladder;  these  and  similar  changes  have  been  described,  and 
are  of  interest  in  this  connection,  though  of  very  different 
significance. 

The  latest  works  on  pathological  anatomy  refer  to  the  pos- 
sibility of  an  abnormal  course  of  the  ureter,  but  do  not  men- 
tion this  particular  malformation.  The  fact  that  two  such 
cases  have  been  observed  in  the  same  locality  within  a  period 
of  twelve  years,  would  be  at  least  presumptive  evidence  that 
they  are  not  so  rare  as  the  paucity  of  records  would  lead  us  to 
believe.  Possibly  a  closer  study  of  some  of  the  intractable 
cases  of  incontinence  of  urine  would  bring  to  light  more  of 
these  anomalies. 

As  regards  the  technique  of  the  operation,  I  made  a  mistake 
in  my  first  trial  in  cutting  the  ureter  off  too  short.  In  dis- 
secting it  out  from  the  vaginal  septum,  it  was  unavoidably 
drawn  upon,  and  while  I  left  at  least  an  inch  of  free  ureter  to 

1  Wiener  med.  Wochenschrift,  No.  33,  1870. 
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be  turned  in,  yet  it  undoubtedly  contracted  to  half  that  length 
when  the  traction  was  let  up,  and  the  end  did  not  project  suf- 
ciently  into  the  bladder. 

In  the  case  reported  by  Dr.  Baker  a  calculus  formed  in 
the  bladder,  which  necessitated  an  operation  for  its  removal. 
In  all  probability  one  of  the  stitches  used  to  attach  the  ure- 
ter to  the  bladder  wall  was  the  nucleus.  In  spite  of  my 
knowledge  of  this  fact,  I  did  not  dare  to  omit  these  sutures 
in  my  operation,  but  I  chose  catgut,  and  used  only  two, 
hoping  that  uo  trouble  would  follow.  A  few  days  ago  I  saw 
Mrs.  W.'s  attending  physician,  who  told  me  he  feared  a  calcu- 
lus was  forming,  as  she  had  some  vesical  disturbance,  and  had 
once  or  twice  passed  blood.  In  another  similar  case  I  should 
omit  those  sutures  altogether,  or  use  silver  wire  just  avoiding 
the  bladder  mucous  membrane. 


DISCUSSION. 

Dr.  H.  T.  Byford,  of  Chicago. — I  would  state  there  is  an- 
other case  on  record  of  the  ureter  opening  into  the  vagina,  which 
was  reported  by  Dr.  L.  L.  McArthur  before  the  Illinois  State 
Medical  Association,  upon  which  he  operated  successfully. 


A  CASE  OF  RUPTURED  TUBAL  PREGNANCY. 


By  Charles  Jewett,  M.D., 
Brooklyn. 


The  following  case  occurred  in  the   practice  of  Dr.  F.  A. 
JeNvett,  about  three  weeks  ago.     The  patient,  aged  twenty-nine 
years,  single,  was  first  seen  by  him  on  the  evening  of  August  22 
1890.     She  gave  the  following  history :   At  the  last  menstrual 
period  she  had  only  a  slight  show,  lasting  but  one  or  two  hours. 
The  suppression  she  attributed  to  a  bath  taken  the  day  before 
the  flow  was  due.     There  had  been  no  subsequent  hemorrhage, 
nor  had  there  been  any  pain.     August  22d,  while  at  dinner,  she 
was  seized  with  an  attack  of  syncope.   To  such  attacks,  however 
she  was  subject.     On  regaining  consciousness  she  complained  of 
general  abdominal  pain,  which  seemed  to  radiate  from  a  point 
near  the  median  line  above  the  umbilicus.     The  abdomen  was 
somewhat  tender  on  pressure  and  slightly  tympanitic.     Vom- 
iting occurred  repeatedly  during  the  night.     The  case  was  now 
seen  by  Dr.  I.  H.  Barter,  and  two  or  three  times  subsequently. 
Morphine  was  freely  used  for  the  control  of  pain.     August  23d 
A  M.,  sharp  colicky  pains  in  paroxysms  recurring  at  intervals  of 
about  two  hours.   Stabbing  pains  every  one  or  two  minutes  during 
the  intervals  between  the  colicky  paroxysms.    In  the  evemng  ot 
the  23d  pains  had  been  relieved  by  morphine,  hypodermicaUy ; 
abdomen  still  tender  on  pressure;  pulse  96.     During  the  night 
of  the  23d  the  pains  were  for  the  first  time  referred  to  the  pelvis, 
and  radiated  down  the  thighs.     Slight  flow  of  blood  from  the 
vagina.     As  the  catamenia  were  due  on  the  following  day  the 
pains  were  taken  to  be  dysmenorrhoeal,  though  more  severe  than 
her  usual  attacks.     Up  to  this  time  there  had  been  no  marked 

pallor  nor  other  striking  sign  of  internal  hemorrhage.     August 
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24,  10  A.M.,  pulse  120;  temperature  100.4''.  The  patient  went 
into  collapse  at  11  and  died  at  2  p.m.,  before  she  could  be  seen 
again. 

Autopsy  by  Dr.  C.  E.  Barber.  Abdomen  full  of  blood. 
Omentum  attached  to  the  fundus  uteri  by  recent  adhesions. 
Left  ovary  partially  prolapsed  and  fixed  to  the  uterus  by  old, 
firmly-organized  adhesions,  just  without  the  left  fold  of  Douglas. 
The  right  side  of  the  pelvis  posteriorly  also  showed  evidences  of 
old  pelvic  peritonitis.  The  isthmus  of  the  left  tube  contained  a 
gestation  sac  of  about  five  or  six  weeks'  development.  The  tube 
had  ruptured  at  a  point  three-fourths  of  an  inch  from  the  cornu, 
near  the  middle  of  the  posterior  aspect  of  the  tube.  The  elliptical 
opening  measured  four  millimetres  in  length.  The  ovum  still 
remained  in  situ.  The  specimen  when  examined  by  me  had 
been  for  three  weeks  in  30-per-cent.  alcohol.  The  length  of 
the  uterus  externally  was  three  inches;  width,  between  the 
insertions  of  the  tubes,  one  and  three-fourths  inches;  greatest 
thickness,  one  and  a  quarter  inches.  The  os  externum  barely 
admitted  a  common  lead- pencil.  The  cavity  was  somewhat 
enlarged  and  contained  a  decidual  cast,  nearly  detached. 

The  case  is  of  interest  in  connection  with  the  question  of 
diagnosis.  Prior  to  the  rupture  there  was  absolutely  nothing 
in  the  history  that  could  have  excited  more  than  a  suspicion 
of  extra-uterine  pregnancy.  It  is  extremely  doubtful  if  a 
careful  pelvic  examination  at  that  time  could  have  discovered 
the  real  character  of  the  case.  The  os  was  very  slightly  open 
and  the  only  mark  of  uterine  enlargement  was  a  moderate 
bellying  of  the  body  anteriorly.  This  and  the  beginning 
expansion  of  the  tube  would  hardly  have  sufficed  to  deter- 
mine the  true  state  of  affiiirs,  surrounded  as  they  were  by  the 
marks  of  a  former  pelvic  inflammation.  After  tiie  collapse, 
the  diagnosis  should  have  been  made,  but  the  patient  was  not 
seen  at  that  time. 

Before  the  collapse  several  circumstances  combined  to  mis- 
lead;  only  an  exploratory  incision  could  have  settled  the 
question  at  that  time.     So  safe  and  simple  a  procedure  is  this 


A.  Pavilion  of  right  tube 

B.  Pavilion  of  left  tube. 

C.  Site  of  rupture. 
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in  competent  hands  that  it  should  not  be  omitted  in  the 
presence  of  a  well-founded  suspicion  of  beginning  rupture. 

The  accompanying  photograph  of  the  uterus  and  appen- 
dages made  after  the  specimen  had  been  three  weeks  in 
dilute  alcohol,  shows  the  relation  of  the  parts. 


SUPRA-VAGINAL    AMPUTATION    OF    THE 

UTERUS  FOR  LARGE  FIBRO-MYOMATA 

COxMPLICATED  WITH  PREGNANCY. 

Report  of  Two  Cases. 


Br  J.  H.  Ethkridqe,  M.D., 
Chicago. 


The  diagnosis  of  pregnancy  in  cases  of  large  uterine  fibro- 
myomata  is  a  very  uncertain  matter.  Prolonged  watching  of 
such  cases  will  oftentimes  enable  the  phyt-ician  to  make  a 
correct  diagnosis.  Tiie  ordinary  subjective  and  objective 
symptoms  of  pregnancy,  together  with  the  rapid  growth  and 
tlie  increase  of  the  compression  symptoms  on  the  part  of  the 
abdominal  and  thoracic  organs,  will  oftentimes  facilitate  the 
diagnosis  of  this  complication.  The  acceleration  of  the  growth 
of  the  tumor  and  the  rapid  increase  of  the  compression  of 
tiie  abdominal  and  thoracic  viscera  to  the  point  of  danger, 
urge  the  surgeon  to  interference.  Whenever  the  diagnosis  of 
pregnancy  in  large  fibro-myomata  of  the  uterus  can  be  made 
the  surgeon  is  brought  to  face  an  emergency  which  demands 
the  clearest  perception  of  his  duty.  Only  two  courses  are 
open  for  him  to  pursue — premature  delivery  or  supra-vaginal 
amputation.  He  cannot  allow  the  case  to  go  on,  because  with- 
out interference  the  death  of  the  patient  is  certain  to  follow. 

Premature  delivery  is  attended  with  disproportionately 
greater  danger,  because  of  the  non  contractility  of  the  uterine 
tissue,  and  because  of  the  possibility  of  puerperal  degenera- 
tion of  the  tumor  following,  and  of  the  possibility  of  uncon- 
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trollable  hemorrhage  from  the  placental  site.  The  tortuosity 
of  the  uterine  canal,  which  commonly  exists,  makes  the  possi- 
bility of  delivery  by  artificial  means  so  problematical,  that  to 
interrupt  a  pregnancy  for  the  purpose  of  premature  delivery 
would  almost  surely  result  in  death.  For  these  reasons  extir- 
pation of  the  tumor  is  decidedly  preferable.  Supra-vaginal 
amputation  in  these  cases  is  also  indicated  for  the  reason  that 
the  possible  outcome  of  the  operation  is  rendered  perhaps 
more  favorable  on  account  of  the  increased  yielding  character 
of  the  cervix  and  ligaments. 

It  is  unnecessary  to  mention  the  rarity  of  two  cases  of  large 
mural  fibroids  complicated  with  pregnancy,  falling  under  the 
care  of  any  one  physician. 

Case  I. — Mrs.  A.  B.,  aged  thirty-four  years,  married  several 
years,  childless,  experienced  uterine  symptoms  four  years  pre- 
vious to  the  time  of  operation,  which  her  medical  attendant,  Dr. 
Knox,  of  Chicago,  recognized  as  due  to  a  uterine  retroversion, 
and  which  he  treated  with  a  pessary  for  six  months.  Six  months 
later  he  discovered  a  small  uterine  fibroid,  whose  growth  he 
watched  until  she  was  subjected  to  operation.  In  May,  1886,  the 
Doctor  was  summoned  to  attend  her  for  a  distressing  nausea; 
at  the  same  time  the  menses,  which  had  never  been  excessive, 
ceased.  The  ordinary  manmiary  changes  of  pregnancy  super- 
vened. In  the  ensuing  three  months  the  tumor  grew  rapidly. 
The  decision  was  reached  that  pregnancy  was  present,  and  the 
Doctor  awaited  the  expiration  of  the  first  three  months  to  pro- 
duce an  abortion.  Accordingly,  on  August  1,  1886,  he  intro- 
duced a  sound  into  the  uterus  four  inches.  Its  withdrawal  was 
followed  by  a  small  amount  of  blood,  the  nausea  and  vomiting 
ceased,  and  the  mammary  changes  disappeared.  Nothing  further 
ever  followed  indicating  the  previous  existence  of  pregnancy  or 
an  abortion,  and  the  conclusion  was  reached  that  possibly  she 
was  not  pregnant.  The  rapid  growth  of  the  tumor,  encroaching 
upon  the  abdominal  organs,  interfering  with  their  function,  was 
progressively  killing  her;  her  strength  had  greatly  diminished, 
emaciation  was  progressive,  and  she  had  taken  to  her  bed  because 
the  slightest  exertion  put  her  out  of  breath. 

Gyn  Soc  23 
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At  this  time  I  saw  the  patient.  From  external  examination 
it  was  found  that  the  tumor  extended  from  the  right  iliac  fossa 
across  the  entire  abdominal  cavity  in  a  straight  line  to  the  spleen. 
Its  length  was  apparently  double  or  treble  its  width.  It  was 
freely  movable,  free  from  adhesions  and  solid.  It  presented 
great  tenderness  in  the  right  iliac  fossa.  Digital  examination 
showed  the  cervix  uteri  very  high  up,  almost  out  of  reach,  in 
the  left  iliac  fossa,  and  the  fundus  uteri  was  turned,  apparently, 
abruptly  into  the  right  iliac  region.  The  whole  tumor  moved 
with  the  uterus.  A  very  slight  resiliency  offered  to  conjoined 
manipulation  led  to  a  diagnosis  of  possibly  existing  fibro-cystic 
tumor  of  the  uterus.  The_  sound  was  with  difficulty  introduced 
into  the  cervix,  and  it  seemed  to  pass  toward  the  umbilicus. 

Examination  of  the  bladder  showed  that  it  was  not  enlarged 
nor  drawn  up  out  of  the  pelvis  by  the  growth  of  the  tumor. 

The  ordinary  preparations  for  laparotomy  were  made  and  the 
operation  was  performed  on  August  8,  1886,  The  abdomen  was 
opened  by  a  six-inch  incision,  extending  from  above  the  umbili- 
cus to  near  the  pubes.  The  tumor  was  found  wholly  free  from 
adhesions ;  it  extended  to  and  encroached  upon  the  spleen  ;  it 
was  oblong,  its  length  being  about  treble  its  width.  It  was  situ- 
ated obliquely  across  the  whole  abdominal  cavity.  Its  upper 
end  was  turned  out  of  the  abdomen,  and  the  whole  mass  lifted 
out  of  its  bed.  Its  smooth  red  surface  nowhere  indicated  the 
line  of  the  uterus ;  its  lower  end  seemed  to  be  one  solid  mi^ss  of 
pedicle,  extending  completely  across  the  whole  pelvic  brim.  The 
laminae  of  the  broad  ligaments  were  separated  in  the  most  con- 
spicuous manner.  The  two  ovaries  were  attached  to  the  mass  on 
a  level  with  the  umbilicus,  having  been  lifted  completely  up  into 
the  abdominal  cavity. 

After  buttonholing  the  capsule  of  the  tumor  as  low  down  as 
was  practicable,  it  was  peeled  off  as  far  as  the  finger  could  reach 
right  and  left,  and  ligatured  in  small  masses  in  two  places  an  inch 
or  more  apart  and  then  divided  between  the  ligatures.  In  this 
•way  all  the  capsule  that  could  be  secured  in  ligatures  and  cut 
was  soon  treated,  and  the  hemorrhage  from  the  operation  was 
barely  worth  mentioning.  The  right  uterine  artery,  which  was 
much  enlarged,  was  torn  across  and  quickly  secured.     The  sper- 


/.  //.  ETHERIDQE.  355 

matic  and  reinaiuiug  uterine  arteries  were  secured  with  double 
ligatures.  Thus  the  apparently  large  pedicle  was  much  reduced 
in  size  and  was  found  to  be  about  equal  to  the  normal  corpus  uteri. 

Around  this  mass  was  placed  a  Koeberle's  serre-noeud,  which 
was  properly  tightened  and  the  tumor  excised.  The  small  vessels 
were  easily  secured.  The  clamp  was  then  slowly  loosened,  and 
the  vessels  of  the  stump  tied. 

The  cervical  canal  was  caught  up  with  a  vulsellum  as  tautly 
as  possible  and  excised  for  the  length  of  at  least  one  inch.  The 
piece  removed  was  cone-shaped,  with  its  base  upward.  The 
uterine  canal  was  cauterized  with  carbolic  acid.  The  peritoneum 
was  sewed  tightly  over  the  top  of  the  stump,  the  ligatures  being 
tied  as  tightly  as  they  could  be  drawn.  After  further  bleeding 
vessels  were  secured  in  the  usual  way  the  abdomen  was  closed 
with  nineteen  stitches. 

The  patient  rallied  from  the  operation  in  a  few  hours.  For  a 
period  of  four  days  afterward  she  had  a  most  intractable  vomit- 
ing. This  troublesome  symptom  slowly  diminished  and  gradu- 
ally disappeared  upon  rectal  feeding,  but  not  until  the  patient's 
face  presented  a  little  pinched  condition. 

After  the  operation,  she  never  had  an  alvine  dejection. 
Flatus  passed  only  after  the  colonic  distention  permitted  it, 
through  a  rectal  tube.  Repeated  efforts  Avere  made  to  secure  de- 
fecation, without  result. 

At  no  time  after  the  operation  did  she  have  chill  or  sweats. 
The  weather  was  intensely  hot,  and  it  was  necessary  to  fan  her 
continuously  and  to  permit  her  to  dabble  her  hands  in  cold 
water  in  a  bowl  placed  at  her  side.  She  lived  until  the  eleventh 
day. 

The  autopsy,  made  thirty -two  hours  after  death,  revealed  a 
pelvis  filled  with  fluid  consisting  of  blood  and  pus.  The  small 
intestines  were  agglutinated  over  the  pelvic  inlet,  almost  her- 
metically. The  surfaces  of  the  small  intestines  turned  toward 
the  cavity  of  the  pelvis  presented  a  condition  of  sphacelous  appear- 
ing degeneration.  The  pelvic  cellular  tissue  was  completely 
honeycombed  with  pus  cavities.  The  stump  presented  a  shrunken 
appearance,  as  though  all  of  the  stitches  had  been  loosened,  yet 
no  pelvic  fluid  had  found  its  way  into  the  vagina  through  the 


3,56    SUPRA-VAGINAL  AMPUTATION  OF  THE  UTERUS. 

cervical  canal.  Tlie  patient  had  succumbed  to  septicsemia.  I 
regret  that  I  did  not  treat  the  pedicle  extra-peritoneally  and 
drain. 

Examination  of  the  tumor  revealed  the  fact  that  it  was  a  mul- 
tilobular fibroma,  and  that  it  grew  from  the  anterior  wall  of  the 
corpus  uteri.  The  cavity  of  the  uterus  was  found  on  a  level  with 
the  umbilicus,  and  contained  a  three  months'  foetus  in  unruptured 
membranes,  evidently  alive  up  to  the  time  of  operation.  The 
cervical  canal  was  SI  inches  long,  which  fact  ex^ilains  the  im- 
munity of  the  membranes  from  puncture  by  the  introduction  of 
a  sound  only  four  inches.  The  canal  resembled  the  letter  U, 
with  its  legs  pulled  apart;  starting  from  the  extreme  left  iliac 
fossa  at  the  os  uteri,  it  passed  toward  the  umbilicus  two  inches, 
and  was  then  deflected  at  an  obtuse  angle  toward  the  spleen. 

Upon  laying  open  the  uterine  cavity,  it  was  found  to  be  in 
appearance  a  cavernous  hollowing  out  of  the  posterior  surface  of 
the  tumor.  In  front  of  it  was  nearly  the  whole  width  of  the 
tumor.  Its  posterior  boundary  was  a  wall  of  uterine  tissue, 
thinner  than  the  normal  unimpregnated  posterior  uterine  wall. 
It  was  situated  in  the  middle  of  the  tumor.  The  membranes 
presented  a  leaden-grayish  appearance,  and  were  filled  with  fluid. 

The  foetus  was  a  male.  Its  cord  was  seven  inches  long  and 
was  normally  attached. 

Microscopic  examination  of  the  tumor  showed  its  character  to 
be  purely  fibromatous.     Its  weight  was  about  ten  pounds. 

Case  II. — Mrs.  C.  D.,  aged  forty-three  years,  married  nine- 
teen years,  had  one  child  seventeen  years  ago.  She  had  not 
menstruated  for  three  months,  and  the  mammary  areolse  had 
grown  darker.  The  eflTects  of  the  pressure  of  the  tumor  were 
showing  themselves  in  a  progressively  impaired  digestion. 

Examination  of  this  patient  revealed  the  fact  that  she  had  a 
large  uterine  tumor,  which  filled  the  whole  of  the  lower  portion 
of  the  abdomen.  It  was  freely  movable.  The  sound  could  be 
introduced  to  the  depth  of  three  inches. 

Tliere  was  nothing  to  call  attention  to  the  existence  of  preg- 
nancy in  this  case,  beyond  the  fact  of  the  cessation  of  the 
menses,  which  was,  perhaps,  for  the  time  being  accounted  for  by 
the  possible  change  of  life. 

The  operation  was  performed  in  Minnesota,  May  5.  1889. 
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The  patient  was  prepared  in  tlie  ordinary  way  for  laparotomy, 
and  an  incision  seven  inches  long  was  made,  through  which,  with 
great  difficulty,  the  tumor  was  forced  outside  of  the  abdomen. 

The  base  of  the  tumor  seemed  to  extend  from  one  side  of  the 
pelvis  to  the  other.  The  laminae  of  the  broad  ligaments  were 
greatly  distended,  but  were  comparatively  easily  compressible 
with  the  hand. 

Deep  sutures  were  taken  as  far  down  into  each  broad  ligament 
as  a  needle  could  be  made  to  sweep,  about  half  an  inch  apart,  and 
the  broad  ligament  was  tied  off  on  either  side,  thus  diminishing 
greatly  the  base  of  the  tumor,  which  was  found  to  be  about  co- 
equal with  the  size  of  an  ordinary  unimpregnated  uterus.  Around 
these  an  elastic  ligature  was  placed  and  tightly  drawn.  All  small 
bleeding  vessels  were  then  secured,  and  immediately  under  the 
elastic  ligature  was  placed  a  Tait  clamp,  which  was  fastened 
with  great  care.  The  tumor  was  then  excised,  and  when  it  was 
about  half  accomplished,  the  foot  of  a  foetus  descended  from  the 
mass,  at  once  revealing  the  fact  of  the  existence  of  pregnancy. 
Its  presence  before  was  not  even  suspected. 

As  soon  as  the  tumor  was  entirely  removed  the  clamp  was  still 
further  tightened,  and  the  rubber  ligature  removed.  While 
finishing  the  toilet  of  the  peritoneum,  the  stump  slipped  out  of 
the  clamp  partially  and  a  frightful  hemorrhage  occurred,  which 
was  enough  to  strike  terror  to  the  bravest  heart,  showing  that 
the  large  arteries  had  not  all  been  secured  in  the  ligatures.  The 
clamp  was  quickly  readjusted,  all  further  needed  ligatures  ap- 
plied, and  the  incision  was  closed  about  the  stump.  The  stump 
was  completely  hidden  from  sight  with  the  free  use  of  iodoform, 
the  ordinary  binder  was  applied,  and  the  patient  put  to  bed. 

Scarcely  any  noteworthy  symptoms  occurred,  the  patient  going 
straight  on  to  recovery,  shedding  the  clamp  on  the  nineteenth 
day.  For  several  months  afterward  a  little  suppurating  sinus 
remained,  which  was  subsequently  treated  with  antiseptic  injec- 
tions and  eventually  closed.  The  patient  is  to-day  in  a  fair  con- 
dition of  health. 

The  tumor  removed  weighed  nineteen  pounds.  Both  ovaries 
were  attached  to  the  tumor  and  had  been  lifted  up  into  the  ab- 
dominal cavity  upon  a  level  with  the  umbilicus.     It  was  a  multi- 
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lobular  inyotibroiLia.  Dissection  of  the  tumor  revealed  the  fact 
that  it  seemed  to  grow  from  the  whole  of  the  corjms  uteri.  The 
cavity  containing  the  membranes  with  its  fcetus  was  about  in  the 
centre  of  the  whole  tumor.  Upon  bisecting  the  tumor  from 
below  upward,  the  membranes  were  easily  separated  from  the 
endometrium,  and  a  well-formed  male  child  of  about  four  months 
was  revealed.  The  cord  was  about  nineteen  inches  long.  It 
was  evidently  living  at  the  time  of  the  operation. 

The  accompanying  plates  sliow  the  various  points  of  interest 
of  the  tumor  and  its  contents. 

Plate  I.,  Fig.  1  is  a  view  of  the  tumor  from  behind,  show- 
ing the  two  ovaries,  both  enlarged,  and  several  minor  coex- 
isting subperitoneal  fibroid  tumors. 

Plate  I.,  Fig.  2  shows  the  tumor  bisected  from  side  to  side, 
with  the  membranes  unruptured,  in  situ  naturalis. 

Plate  II.,  Fig.  1  shows  the  membranes  divided,  their  upper 
flap  turned  upward,  exposing  the  foetus  in  its  natural  position 
undisturbed. 

Plate  II.,  Fig.  2  shows  the  foetus  lifted  out  of  its  bed,  with 
the  funis  exposed  in  its  whole  length. 

Remarks. — Supra-vaginal  amputation  of  the  uterus  for 
large  fibroid  tumors  has  recently  received  a  great  check 
through  the  claims  made  for  electricity.  But  I  cannot  be- 
lieve that  this  agent  can  do  anything  but  harm  iu  fibro- 
myomata  complicated  with  pregnancy.  Should  electricity  be 
used  iu  such  cases  the  probability  is  that  the  death  of  the 
foetus  would  ensue,  and  then  the  very  alarming  disaster  of 
fatal  sepsis,  which  would  speedily  follow,  would  be  inevitable. 

Where  the  slightest  reason  occurs  to  suspect  the  presence 
of  pregnancy  in  mural  fibroids,  the  most  minute  and  careful 
watchfulness  of  the  case  is  necessitated,  for  I  cannot  see  how 
anv  other  treatment  than  supra-vaginal  amputation  can  save 
the  patient,  myomectomy  being  out  of  the  question. 

It  would  seem,  in  view  of  the  dangers  of  abortion,  which 
are  undeniably  enormous,  that  supra-vaginal  amputation  of 
this  class  of  tumors  is  incontestably  demanded. 
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The  treatment  of  the  stump  witli  a  clamp  is  not  without 
its  dangers.  I  once  had  the  appalling  disaster  occur  of 
having  the  shorter  end  of  a  Tait  clamp  slip  into  the  wound 
fifteen  hours  after  operation  for  the  removal  of  a  forty-two- 
pound  uterine  fibroid.  The  ends  of  the  clamp,  if  one  be  used, 
should  extend  to  each  iliac  crest. 

The  treatment  of  the  broad  ligaments  by  long-jawed  snap 
forceps  adjusted  from  above,  with  the  jaws  protruding  into 
the  vagina  below,  the  handles  remaining  above  the  abdomen, 
after  detaching  the  vaginal  connection  with  the  uterine  cervix 
and  removing  the  uterus  in  its  entirety,  has  been  performed 
by  Dr.  Denslow  Lewis,  of  Chicago,  in  two  cases  of  removal 
of  uterine  fibroid,  with  recoveries.  Where  such  treatment  of 
the  broad  ligaments  can  be  accomplished  with  the  certainty 
of  avoiding  the  ureters,  we  can  have  the  certainty  of  absolute 
drainage. 


THREE  CASES  OF  PLACENTA  PRiEVIA 
CAUSING  ABORTION. 


By  Robert  A.  Murrat,  M.D., 
New  York. 


Hemorrhage,  as  a  symptom  of  placenta  prrevia,  usually 
does  not  come  on  until  about  the  sixth  month  of  pregnancy, 
is  the  statement  of  most  of  the  standard  obstetric  works.  I 
have,  however,  seen  several  cases  after  an  abortion  had  taken 
place,  the  cervix  still  being  patulous,  where  the  examining 
finger  introduced  to  determine  if  the  uterus  were  thoroughly 
emptied  detected  the  site  of  the  placenta  in  the  lower  cervical 
zone. 

During  the  last  three  years,  three  cases  came  under  my  care 
in  consultation,  in  which  persistent  hemorrhage  and  absence 
of  the  ordinary  signs  of  pregnancy  led  to  difficulty  in  diag- 
nosis and  demonstrated  the  inefficiency  of  the  ordinary  treat- 
ment. 

A  brief  history  of  these  cases  will  fomi  the  basis  of  some 
remarks  as  to  the  diagnosis  and  treatment  of  this  complica- 
tion of  pregnancy. 

Case  I. — Mrs.  G.,  aged  twenty-eight,  Il-para,  married  about 
eight  years,  the  two  pregnancies  liaving  been  in  her  first  four 
years  of  married  life,  and  with  normal  menstrual  history,  was 
brought  to  me  by  Dr.  H.,  who  stated  that  for  four  months  she 
suffered  with  metrorrhagia,  commencing  in  moderate  amount, 
but  later  on  becoming  so  profuse  that  confinement  to  bed,  the  use 
of  cold,  and  the  tampon  had  only  temporarily  checked  it. 

There  was  no   morning  sickness,  but  little  tenderness  at  the 
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side  of  uterus,  and  the  enlargement  of  the  womb  had  suggested 
to  his  mind  the  presence  of  a  tumor  rather  than  pregnancy. 

On  examining  biuianually,  I  found  the  uterus  enlarged  to 
about  the  size  of  the  fifth  month  of  pregnancy,  the  cervix  flabby, 
cederaatous,  slightly  patulous,  and  the  lower  segment  of  uterus 
larger  and  fuller  than  natural.  There  was  a  profuse  bloody 
discharge,  which  had  rendered  the  patient  very  antemic. 

As  the  age  of  the  patient  and  the  history,  with  the  smooth, 
rounded  surface  of  the  uterus,  precluded  the  idea  of  fibroid,  and 
the  tenderness  and  hardness  of  the  pelvic  peritonitis  being  insuf- 
ficient to  explain  the  constant  hemorrhage,  I  made  the  diagnosis 
of  placenta  prsevia,  and  advised  the  immediate  emptying  of  the 
uterus. 

Two  small  tupelo  tents  were  passed  into  the  cervix  through 
the  OS  internum,  and  the  vagina  firmly  tamponed  with  iodoform 
gauze,  at  about  10  p.  m.  This  started  up  some  pains  during  the 
night,  and  effectually  restrained  hemorrhage. 

At  7  the  next  morning  the  tampon  was  removed,  an  antiseptic 
injection  of  carbolic  acid  was  given,  and,  the  os  uteri  not  being 
dilated  more  than  the  size  of  a  lead-pencil,  the  tupelo  tent  and 
tampon  were  again  introduced,  and  half-drachm  doses  of  ergot 
(fl.  ext:)  administered  every  two  hours  till  12  M.,  when,  the  pains 
being  forcible,  the  tampon  and  tents  were  removed ;  the  cervix 
was  dilated  so  that  the  finger  easily  felt  the  placenta  attached  all 
around  the  os  internum ;  the  placenta  was  detached  by  the 
finger,  removed,  with  the  small  fcietus,  by  Simpson's  placenta 
forceps,  and  the  uterus  thoroughly  washed  with  carbolized  hot 
water.  The  after-treatment  was  vaginal  injection  of  hot  carbolic 
lotion,  1  :  100,  twice  a  day,  and  the  use  of  the  aseptic  pad  of 
mercuric  bichloride  gauze,  1 :  2000.  Convalescence  was  uninter- 
rupted, and  in  two  weeks  there  could  not  be  detected  any  exuda- 
tion or  tenderness  in  the  pelvis. 

Case  II. — Mrs  F.,  aged  thirty-two,  whom  I  had  attended  with 
difficult  labors  twice  during  the  previous  five  years  (three  years 
from  the  last  confinement),  came  to  me  from  the  country,  com- 
plaining that  she  had  for  four  months  a  steady  flow  of  blood  from 
the  womb,  but  very  little  pain.  Her  physician  had  become 
alarmed  at  the  persistence  of  the  metrorrhagia  in  spite  of  the 
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use  of  the  ordinary  means,  as  rest,  cold,  mineral  acids,  etc.,  and  as 
no  nausea  or  other  symptoms  of  pregnancy  could  be  elicited, 
determined  that  she  must  have  a  tumor,  and  that  treatment  for 
it  and  the  hemorrhage  was  necessary. 

The  patient  was  extremely  anremic,  short  of  breath,  having 
sudden  attacks  of  syncope,  and  exhibited  all  the  evidences  of 
great  loss  of  blood.  I  made  a  vaginal  and  bimanual  examina- 
tion ;  found  the  os  uteri  patulous,  enlarged,  cedematous ;  the 
lower  zone  of  uterus  much  enlarged ;  the  uterus  of  the  size  of 
the  fourth  month  of  pregnancy,  and  the  finger  being  passed  with 
difficulty  into  the  cervix,  felt  the  placenta  attached  to  the 
margin  of  the  os  internum. 

The  vagina  was  thoroughly  plugged  with  a  bichloride  gauze, 
as  the  bleeding  was  severe  and  the  patient  fainted ;  she  was  then 
removed  from  my  office  to  a  friend's  house,  and  restoratives  and 
ergot  given. 

Recovery  of  strength  -was  such  that  in  six  hours  I  determined 
to  remove  the  tampon  and  clean  out  the  uterus  to  arrest  the  flow 
absolutely,  I  found  the  cervix  more  patulous,  and  distended 
80  that  the  finger  could  be  introduced ;  the  placenta  was  quickly 
detached ;  the  placenta  forceps  removed  it  first,  then  the  foetus, 
the  uterus  was  cleansed  by  a  hot  carbolic  injection,  which  also 
caused  it  to  contract,  the  uterus  being  grasped  by  the  hand 
outside,  and,  by  pressure,  its  relaxation  controlled,  as  the  patient 
did  not  seem  able  to  lose  a  drop  more  blood. 

Fluid  extract  of  ergot  was  given  in  a  drachm  dose,  and  stimu- 
lants and  heat  to  extremities,  with  absolute  rest,  caused  the  pulse 
to  become  slow  and  steady.  Tlie  temperature,  which  had  been 
103°,  fell  in  two  hours  to  normal,  and  the  patient  made  a  sure, 
but  slow,  convalescence,  on  account  of  the  loss  of  blood.  No 
septic  symptoms  were  ever  present. 

Case  III. — The  third  case  is  unique  in  my  experience,  since 
it  was  a  first  pregnancy,  and  the  patient  had  an  exceptionally 
good  menstrual  history. 

Mrs.  F.,  aged  twenty-two,  married  six  mouths,  always  regular, 
no  pain,  except  at  commencement  of  menstrual  flow  for  about 
two  hours;  no  observable  leucorrhoea.  In  April,  1889,  when 
two  and  a  half  months  married,  began  to  lose  blood   when  she 
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walked,  particularly  when  shopping,  as  she  then  stood  a  great 
deal.  This  flow  continued,  becoming  at  times  greater;  these 
periods  I  found  to  be  at  what  she  termed  her  menses. 

She  had  no  nausea,  morning  sickness,  pain  in  the  breast,  nor 
any  subjective  symptoms  of  pregnancy. 

On  the  night  of  the  25th  of  April  she  suddenly  had  a  profuse 
flow  of  blood,  which  awoke  her ;  no  pain  ensued,  but  a  fainting 
attack.  I  was  called  immediately,  and  found  her  in  a  very 
nervous  condition,  with  cold  extremities,  small,  rapid  pulse — 120, 
respirations  frequent.  The  flow  had  now  ceased,  but  the  appear- 
ance of  the  bed  and  her  clothing  indicated  that  it  had  been 
very  abundant.  After  restoring  her  circulation  by  restoratives 
and  heat,  and  quieting  her  nervousness,  a  digital  examination 
was  made,  the  cervix  found  enlarged,  swollen,  and  closed,  the 
neck  of  the  uterus  was  of  normal  length,  the  uterus  enlarged  to 
about  the  fourth  month,  the  lower  part  of  it  softer  than  usual, 
the  left  side  markedly  so;  no  pain  or  tenderness  elicited  by 
pressure. 

I  diagnosed  pregnancy,  with  probable  placenta  prsevia,  lateral 
implantation,  and  that  an  abortion  was  imminent  after  such  a 
sudden  and  profuse  hemorrhage. 

I  advised  the  tamponing  of  the  vagina  thoroughly,  with  the 
desire  to  restrain  any  further  hemorrhage,  and  to  allow  time  for 
the  recovery  of  the  patient,  to  be  followed  by  dilatation  of  the 
cervix  and  emptying  of  the  uterus.  I  tamponed  thoroughly  with 
gauze  wet  with  alum  solution ;  no  further  flow  appearing,  after 
two  hours  I  left  the  patient. 

In  the  morning,  on  removing  the  tampon  there  was  no  bleed- 
ing present,  and  the  husband  and  mother  of  the  lady  refused 
permission  to  empty  the  uterus. 

The  patient  rested  for  a  week,  during  which  there  were  only 
traces  of  blood  ;  but  on  the  tenth  day,  in  the  early  evening,  there 
was  a  moderate  flow,  followed  in  about  two  hours  by  a  fairly 
profuse  one.  I  again  tamponed  as  before,  and  obtained  per- 
mission to  dilate  the  cervix  to  determine  if  I  was  correct,  to  be 
followed  by  clearing  out  the  uterus  thoroughly,  if  such  operation 
seemed  necessary. 

I  had  explained  to  the  husband  the  dangers  that  lay  before 
his  wife  if  the  pregnancy  was  allowed  U)  continue. 
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As  the  cervix  ia  the  morning  when  I  removed  the  tampon 
seemed  softer  and  the  os  slightly  dilated,  I  introduced  a  small 
tupelo  tent,  after  disinfecting  the  vagina,  and  again  tamponed. 

In  the  afternoon  some  pain  came  on,  and  on  removing  the 
tampon  the  os  was  found  more  dilated,  but  not  sufficient  to  allow 
digital  exploration.  Two  larger  tupelo  tents  were  now  intro- 
duced, a  tampon  applied,  and  ergot  given  in  twenty-drop  doses 
every  two  hours. 

At  9  P.M.  I  found  the  patient  suffering  sharp  pains,  with  a 
sensation  of  fulness  in  the  vagina.  Removing  the  tampons  I 
easily  withdrew  the  two  tents,  which  was  followed  by  some  blood. 
The  cervix  now  admitted  the  finger  easily,  the  placenta  was 
found  attached  all  over  the  os  internum,  but  mostly  on  the  left 
side ;  the  right  side  was  now  detached,  the  membranes  found 
intact,  and  by  turning  the  finger  to  the  left  side  the  placenta 
was  fully  detached,  the  membranes  ruptured,  and  the  entire  con- 
tents extracted  by  tlie  placenta  forceps  quickly. 

The  cervix  was  not  sufficiently  dilated  to  withdraw  the  mass 
with  the  fingers,  while  the  placental  forceps,  guided  by  the  finger, 
did  not  bruise  or  grasp  the  uterine  wall,  and  easily  drew  the 
mass  away  without  adding  bulk  to  it. 

A  hot  intra-uterine  injection  cleansed  the  uterus,  caused  con- 
traction, and  the  patient  was  left.  No  further  hemorrhage 
occurred.  Ergot  was  given  at  the  time  of  operation,  but  not 
afterward.     The  patient's  convalescence  was  rapid. 

These  ca.ses  differ  very  much  in  their  histories  from  placenta 
prjevia  in  the  latter  stages  of  pregnancy. 

1.  The  history  of  pregnancy  as  given  by  the  patient  is 
wanting,  the  menses  apparently  persisting,  nausea  and  vom- 
iting not  noticeable,  tlu)ugh  two  of  the  patients  had  previous 
pregnancies  and  were  familiar  with  the  symptoms. 

2.  Pain  was  not  a  marked  symptom,  as  in  abortion  ordi- 
narily. 

3.  The  hemorrhage  was  not  sudden,  except  in  the  last  case, 
and  there  had  been  previous  flow. 

4.  In  all  the  cases  physicians  who  had  treated  many  cases 
of  abortion  were  misled  by  the  symptoms.     Many  obstetric 
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authors  put  placenta  pra^via  amonj^  tlie  causes  of  abortion,  but 
alleg;e  that  there  are  no  means  of  determinino-  the  condition  in 
the  early  mouths  of  pregnancy.  In  view  of  the  immense  risk 
to  the  patient  if  the  pregnancy  continue,  it  seems  we  should 
discriminate,  in  cases  where  hemorrhage  complicates  early 
pregnancy,  and  not  endeavor  to  continue  the  pregnancy,  but 
immediately  empty  the  uterus  if  the  condition  of  placenta 
praevia  can  be  determined. 

Can  we  diagnose  placenta  prtevia  in  the  early  months  of 
pregnancy?  I  believe  we  can,  almost  always,  if  the  following 
points  are  borne  in  mind  : 

1.  Every  hemorrhage  intermenstrual  should  be  carefully 
observed  ;  a  thorough  digital  bimanual  examination  of  the 
uterus  made,  and  by  the  aid  of  Hegar's  sign  of  enlargement 
of  the  uterus,  pregnancy  can  be  diagnosed  early. 

2.  The  cervix,  even  early  in  placenta  pr£Bvia,  is  more 
enlarged  and  cedematous  than  normally,  oftentimes  irregularly 
enlarged,  one  side  more  prominent,  softer,  more  elastic  to  the 
touch,  and  this  condition  is  felt  passing  up  to  the  lower  zone 
of  the  uterus,  which  is  enlarged  and  fills  more  of  the  pelvis 
than  it  should. 

3.  The  hemorrhage  is  painless,  more  persistent,  and  more 
abundant  than  in  ordinary  abortions. 

4.  The  patients  have  usually  had  children,  and  generally 
with  shorter  intervals  of  rest  between  than  ordinarily,  and, 
therefore,  more  likely  to  have  had  endometritis  and  changes 
in  the  uterine  mucous  membrane  inimical  to  the  life  of  the 
ovum. 

5.  The  age  is  usually  younger  than  that  at  which  fibroids 
develop,  and  the  uterus  is  not  irregularly  developed,  as  is 
most  often  the  case  with  fibroids. 

The  treatment,  I  believe,  should  always  be  the  dilatation 
of  the  cervix  by  means  of  tupelo  tents,  or  by  the  use  of  the 
tampon  rendered  aseptic ;  both  of  these  measures  generally 
are  conjoined  to  restrain  hemorrhage,  and  at  the  same  time 
dilate  the  cervix.     The  tampon  alone  does  not  usually  dilate 
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till  iiuich  blood  has  been  lost  and  great  irritability  of  the 
vagina,  bladder,  and  rectum  excited  ;  besides,  as  it  has  to  be 
frequently  renewed,  and  the  blood  is  dammed  back,  pain  and 
se])sis — the  latter  one  of  the  greatest  dangers — are  favored. 
The  above  remarks  also  apply  to  the  colpeuryuter,  though 
this  can  be  used  by  any  intelligent  nurse  to  restrain  hemor- 
rhage. 

When  the  cervix  is  dilated,  the  diagnosis  is  rendered  posi- 
tive, and  the  uterus  should  bo  emptied  and  cleansed. 

The  finger  detaches  the  placenta  on  the  side  least  attached, 
and  the  placental  forceps,  after  the  membranes  are  ruptured, 
easily  removes  the  mass ;  the  forceps,  guided  by  the  finger, 
under  proper  antiseptic  precautions  always,  as  the  part  pressed 
on  will  be  the  open  mouths  of  the  placental  vessels  in  its  site 
of  attachment,  I  believe  to  be  the  safest  instrument,  and  the 
smallest,  as  the  cervix  is  not  largely  dilated. 

The  fcetal  mass  should  never  be  left  to  come  away  by 
uterine  pains,  as  the  uterus  acts  very  poorly,  from  immature 
development,  and  the  mass,  becoming  septic,  poisons  the 
cervical  segment  in  transit. 

The  uterus  should  always  be  cleansed,  and  made  to  contract 
by  hot  intra-uterine  antiseptic  douches,  administered  best  by 
the  double-canulated  catheter ;  I  have  modified  Fritsch's  by 
enlarging  it  and  changing  the  curve  to  more  nearly  the  pelvic 
curve,  but  any  good  double  canulated  catheter  will  do. 

In  conclusion,  the  antiseptic  pad  and  treatment  should  be 
u.sed  as  thoroughly  as  in  deliveries  at  term,  for  the  peculiar 
site  of  placental  attachment,  the  necessary  manipulation,  the 
loss  of  blood,  all  tend  to  cause  sepsis  and  make  it  virulent. 

The  patient  should  (HTtainly  be  kept  in  bed  till  involution 
is  well  under  way,  and  till  all  peri-  or  para-metric  disturb- 
ances, if  any,  are  better. 


ON  THE  FREQUENCY  OF  CONTRACTED  PELVIS 

AMONG  AMERICAN  WOMEN,  AS  DEDUCED 

FROM  2227  CASES  OF  LABOR. 


By  Edward  Reynolds,  M.D., 
Boston,  Mass. 


The  widespread  incredulity  of  European  obstetricians 
upon  the  alleged  infrequency  of  contracted  pelvis  among 
American  women,  and  their  expressed  opinion  that  its  rarity 
is  due  to  the  almost  universal  neglect  of  pelvimetry  by 
American  physicians  rather  than  to  any  national  peculiarities 
of  our  native  women,  seems  sufficient  reason  for  the  publica- 
tion of  any  clinical  observations  which  may  have  a  bearing 
upon  the  subject,  and  the  present  report  of  2227  cases  of 
labor  is  intended  as  a  coutribution  toward  the  settlement  of 
this  question. 

The  material  upon  which  the  paper  is  based  consists  of  100 
cases  confined  in  the  wards  of  the  Boston  Lying-in  Hospital, 
and  2127  delivered  since  May  1,  1886,  in  the  Out-patient 
Department  of  the  Hospital  and  the  Obstetric  Department  of 
the  Boston  Dispensary. 

These  2227  cases  have  furnished  me  with  thirty  instances 
of  pelvic  deformity,  to  which  I  have  added  nine  drawn  from 
my  private  and  consulting  practice ;  but  since  many  different 
nationalities  are  represented  among  the  patients  of  both 
clinics,  it  is  necessary  to  classify  them  by  nativity  before 
attempting  to  draw  any  inferences  from  the  proportion  of 
deformity  observed. 

The  amount  and  percentage  of  contracted  pelvis,  and  its 
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distribution  by  nationality  among  the  out-patients  are  shown 
by  Table  I. 

Table  I. 


Nationality. 

No. 

of 

cases. 

Simple 
flat. 

Generally 

contruted 

flat. 

Justo- 
minor. 

Naegele 
oblique. 

Total. 

No. 

4 
0 

1 
1 
0 

Per 
cent. 

No 

Per 

cent. 

No. 

Per 

cent. 

No 

Per 

cent. 

No. 

Per 
cent. 

Jewish!  .... 

American 

Irish       .... 

English  .... 

Scattering  or  unreported^ 

768 
581 
475 
72 
231 

0.005 

0.002 
0.014 

4 

2 

0.005 
0.004 

4 
2 
3 

0.005 
0.004 
0.006 

1 

0  001 

13 
2 
6 
1 

0  017 
0.004 
0.013 
0.014 

Total    . 

2127 

6 

6 

9' 

1 

22 

1 


21  of  these  22  cases  either  occurred  in  my  service  or  were 
seen  by  me  in  consultation  with  my  colleague,  Dr.  C.  W. 
Towusend,  but  to  them  should  be  added  2  cases  attended  by 
Dr.  Townsend  alone,  and  2  delivered  by  Dr.  C.  M.  Green,  in 
each  of  which  the  recofd  states  that  the  measurements  were 
taken  but  not  preserved,  as  is  .shown  in 

Table  II. 


Nationality. 

Pelvis. 

Reporter. 

American^       .... 

"  JuBto-minor." 

Green. 

Jewess 

"Pelvis  contracted." 

Green. 

Jewess 

"  Contracted  pelvis." 

Townsend. 

Irish 

"Contracted  pelvis." 

Townsend. 

'  These  women  are  almost  without  exceptions  Rus.'^ians,  Poles  or  Germans, 
who  live  together,  are  clinically  indistinguishable,  and  are  therefore  grouped 
under  one  heading. 

*  The  unreported  cases  formed  the  larger  part  of  this  class,  and  were,  almost 
without  exception,  precipitate  labors  in  which  the  whole  report  was  incomplete. 

»  Included  in  Table  I. 
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The  value  to  be  accorded  to  these  results  must  depend 
largely  upon  their  agreement,  as  regards  the  foreign  patients 
at  least,  with  the  reports  of  European  institutions ;  but  in 
attempting  a  comparison  we  are  met  at  the  outset  by  the 
difficulty  that,  even  in  the  German-speakiug  countries,  where 
the  subject  has  been  most  carefully  studied,  the  reported 
results  vary  so  widely  (e.  g.,  1.5  per  cent.,  Hecker;  2.8 
per  cent.,  Winckel ;  9.5  per  cent.,  Pfund ;  13.1  per  cent., 
Michaelis ;  and  14.9  per  cent.,  Litzmanu)  as  to  appear  at  first 
sight  wholly  irreconcilable  with  each  other. 

The  discrepancy  is,  however,  to  be  explained  by  a  difference 
in  the  definition  adopted  for  the  limit  of  normal  variation, 
since  the  authors  who  obtain  the  lowest  percentages  recognize 
as  abnormal  only  those  cases  in  which  arrest  occurred  in 
pelves  whose  conjugates  were  less  than  three  and  one-half 
inches,  while  those  who  find  the  deformity  most  frequent 
admit  to  their  tables  all  pelves  whose  conjugates  are  dimin- 
ished by  only  0.5  cm.  (0.2  inch).  It  is,  therefore,  essential  in 
reporting  any  series,  to  compare  its  results  only  with  those 
which  have  been  obtained  by  a  somewhat  similar  rule.  That 
which  I  have  used,  is  that  diminution  of  the  conjugate  to  three 
and  one-half  inches  with  ample  transverse  space,  or  to  four 
inches  when  accompanied  by  general  contraction,  is  sufficient 
to  constitute  an  abnormality. 

My  percentage  amoug  German-speaking  patients  (1.7  per 
cent.)  would,  therefore,  be  expected  to  correspond  somewhat 
closely  to  those  of  Michaelis  (13.9  per  cent.),  Litzmanu  (14.1 
per  cent.),  or  Pfund  (9.5  per  cent.) ;  and  the  extreme  dis- 
crepancy which  in  fact  exists,  is  to  be  explained,  partly,  at 
least,  by  the  fact  that  their  tables  were  founded  upon  routine 
measurement  of  every  case  which  came  under  observation, 
while  in  mine,  only  the  operative  cases  were  measured.  It 
is,  therefore,  necessary,  before  instituting  a  comparison,  to 
ascertain  by  computation  the  probable  total  percentage  which 
which  was  present  among  my  patients ;  and  if  to  this  end  we 
accept  the  rule  of  Michaelis  and  Litzmanu,  that  from  70  to 
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80  per  cent,  of  pelves  classified  by  such  a  rule  will  fail  to 
obstruct  labor,  we  must  multiply  the  observed  proportion 
(1.7  per  cent.)  by  four,  to  obtain  the  probable  total  percentage, 
6.8  per  cent.,  which  is  even  then  much  less  than  that  obtained 
by  any  German  authority  who  admits  the  lesser  grades  of 
deformity  to  his  table. 

A  second  point  of  interest  in  this  inquiry  is  the  proportion 
which  obtains  between  the  number  of  generally-contracted 
pelves  found  and  the  total  amount  of  deformity  observed. 
Here,  again,  the  reports  of  foreign  institutions  differ  widely 
(e.  g.,  1.4  per  cent.,  Winckel ;  6.4  per  cent.,  Miiller ;  22.3 
per  cent.,  Gonner;  50.0  per  cent.,  Hugenberger;  and  52.8 
per  cent.,  Bidder),  but  in  these  tables,  also,  the  results  depend 
upon  the  rule  adopted,  since  the  higher  percentages  are  all 
reported  by  observers  whose  tables  include  only  the  more 
severe  cases,  while  the  results  (1.4  per  cent,  and  6.4  per  cent.) 
of  those  who  adopt  a  more  comprehensive  definition  are 
again  widely  different  from  my  61.5  per  cent. 

A  closely  similar  difference  in  both  respects  seems  to  obtain 
between  my  results  among  the  Irish  and  English,  and  those 
reported  from  their  homes,  although  the  accounts  which  I 
have  l)een  able  to  obtain  from  these  countries  are  far  less  de- 
tailed than  those  published  by  the  Germans ;  but  if  we  turn 
to  the  native-born  portion  of  the  clinic,  the  decreased  total 
deformity  and  the  relative  increase  of  general  contraction 
become  more  striking  yet  when  compared  witii  the  reports 
of  European  institutions;  since  the  581  American  women 
furnished  only  two  observed  cases  of  deformity,  and  these 
both  of  the  justo-minor  type ;  a  number  which,  by  com- 
putation after  the  rule  of  Michaelis  and  Lit/maun,  would 
give  a  total  proportion  of  only  1.6  per  cent,  of  contraction; 
and,  small  as  is  the  number  of  cases,  the  difference  in  the 
results  is  so  striking  as  to  demand  further  investigation. 

The  variation  of  the  proportions  observed  among  the 
foreign-born  portions  of  the  clinic  from  those  of  European 
hospitals,  and  their  approximation  to  those  obtained  from  the 
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natives,  is  probably  due  to  the  fact  that  a  large  number  of 
these  women,  though  born  in  Europe,  were  brought  to  this 
country  during  infancy  or  childhood,  underwent  the  develop- 
mental changes  of  puberty  here,  and  might,  therefore,  be 
expected  to  ap})roach  more  or  less  closely  to  the  characteristics 
of  the  native-born  patients,  especially  as  these  latter  were 
almost  without  exception  of  foreign  parentage;  but  if  this 
explanation  is  in  reality  sufficient  to  account  for  the  dis- 
crepancy, and  if  it  be  true,  as  this  investigation  seems  to 
suggest,  that  women  of  American  birth  are  practically  exempt 
from  all  but  the  justo-miuor  deformities,  the  same  results 
should  be  obtained  from  the  100  cases  observed  in  the  wards, 
whose  pelves  were  all  measured ;  and  it  should  also  be  found 
that  all  of  the  somewhat  larger  number  of  American  pelves 
seen  in  consultation  were  of  the  same  type. 

Table  III. 


Nationality. 

No. 

57 

27 

3 

8 

5 

Simple 
flat. 

2 
1 
1 

4 

Generally 

contracted 

flat. 

JuBto- 
minor. 

Total 

American       .... 

Irioh 

EngliBh 

Negresses'        .... 
Scattering       .        .       >;        . 

1 

1 
2 

1 
1 

Total 

100 

1 

5 

The  57  native  in-patients  produced,  as  is  seen  in  Table  III., 
only  1  case  of  deformity,  and  that  a  typical  justo-minor  pelvis 
— the  percentage  (1.8)  being  closely  similar  to  that  obtained 

•  The  occurrence  of  two  flattened  pelves  [See  Table  IV.],  both  probably  of 
rhachitic  origin,  among  the  small  number  of  negresses  delivered,  and  the  absence 
of  any  well-marked  rhachitic  influence  among  the  other  cases,  is  in  striking 
accordance  with  the  statement  of  Bradford  and  Lovett  [Orthopedic  Surgery, 
chapter  xix.],  to  the  effect  that  severe  rickets  is  seldom  or  never  seen  in  this 
country,  unless  among  the  children  of  Southern  Europeans,  or  among  the 
negresses  of  the  Northern  States. 
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from  the  out-patieut.s  (1.6  per  cent.) — while  the  few  foreigners 
yielded  4  examples  of  flattened  pelvis  and  no  justo-minor; 
similarly,  of  the  4  deformed  American  pelves  seen  in  private 
practice  (Table  IV.),  3  were  justo-minor,  and  1  a  rare  form 
of  transversely  contracted  pelvis  of  somewhat  similar  etio- 
logical significance ;  but  since  this  preponderance  of  sym- 
metrical contraction  might  easily  be  ascribed  to  an  error  of 
observation,  it  seems  best  to  describe  briefly  here  the  method 
by  which  the  differential  diagnosis  was  made. 

Table  IV. 


Nationality.                     \    ^'fl*?^ 

Generally 

contracted 

flat. 

J'?*^*-    iBobert'a. 
minor. 

:'.                1 

Total. 

American        .... 
Negress  .....                1 

Irish 'i 

English 

2 

4 
1 
2 
o 

Total 


The  tests  by  which  a  simple  flat  deformity  was  diagnosed 
were  :  That  the  presenting  part  entered  the  brim  with  its  long 
diameter  transverse,  that  its  contact  with  the  side  walls  of 
the  pelvis  was  less  close  than  with  the  symphysis  and  pro- 
montory, that  the  half-hand  when  introduced  into  the  vagina 
for  internal  palpation,  found  the  transverse  space  ample,  that 
the  external  bis-iliac  diameters  were  of  nearly  or  quite  normal 
length  and  the  external  conjugate  diminished ;  but  on  the 
other  hand,  if  the  position  was  transverse,  the  degree  of  con- 
tact equal  or  nearly  ef|ual  on  all  sides,  the  bis-iliac  diameters 
decreased,  though  to  a  less  extent  than  the  external  conjugate, 
the  promontory  low,  the  longitudinal  curve  of  the  sacrum 
increased,  and  the  axis  of  the  false  pelvis,  as  a  whole,  short, 
the  case  was  cla.ssified  as  generally  contracted  flat;  while  if 
the  promontory  was  high,  the  sacrum  straight  and  relatively 
long,  the   symphysis  erect,   the   external  diameters  symme- 
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trically  decreased,  the  sacro-iliac  notches  shallow,  and  the 
mechanism  that  of  early  flexion  at  the  brim,  the  pelvis  was 
considered  to  be  justo-minor ;  and  it  may  be  said  here  that  in 
all  but  one  of  the  American  pelves,  these  latter  characteristics 
were  well  marked,  while  in  that  one  case  (Case  21),  although 
the  diagnosis  was  less  clear,  the  weight  of  evidence  seemed  to 
point  plainly  to  the  justo-minor  type. 

If  this  classification  be  accepted  as  sufficiently  exact  for 
clinical  purposes,  I  think  that,  so  far  as  the  number  of  cases 
warrants  any  deduction,  it  may  be  safely  concluded  that  an 
American  birth  decreases  the  amount  of  pelvic  deformity 
among  the  children  of  foreign  parents,  that  the  same  result 
may  perhaps  be  attained  even  by  residence  in  this  country 
during  the  early  years  of  life,  and  that  when  such  malforma- 
tions occur  among  American  women  tiiey  are  usually,  if  not 
always,  of  the  justo-minor  type.  That  pure-blooded  American 
women  are  not  wholly  exempt  from  this  evil  is,  however, 
shown,  if  proof  be  needed,  by  the  fact  that  two  of  the  con- 
tracted pelves  seen  in  consultation  were  observed  in  women 
who  were  of  long  American  descent,  and  distinctly  of  the 
upper  classes  of  society ;  and,  finally,  if  it  is  true  that  flattened 
pelves  are  the  result,  as  a  rule,  of  insufficient  nourishment  or 
excessive  labor  before  or  during  puberty,  while  the  justo- 
minor  deformities  are  due  to  simple  arrest  of  development  at 
that  period  (that  is,  to  a  partial  persistence  of  the  infantile 
type),  and  are,  therefore,  independent  of  such  conditions,  the 
result  obtained  is  perhaps  just  that  which  would  have  been 
expected  a  priori  from  the  conditions  of  American  life  and 
the  peculiar  characteristics  of  American  women. 
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REPORT  OF  A  SUCCESSFUL   CESAREAN 
SECTION. 


By  Hknry  D.  Fky,  M.D., 
WuMngton,  D.  C. 


I  WAS  called  Sunday,  February  9,  1890,  about  8  o'clock  in 
the  evening,  to  see  a  dwarf  who  had  been  in  labor  thirty-six 
hours.  The  date  of  her  last  menstruation  was  April  20,  1889  ; 
the  date  of  expected  confinement,  January  27,  1890.  The 
patient  had  partaken  sparingly  of  nourishment  for  three  or  four 
days  preceding  my  visit,  and  had  slept  little  for  several  nights. 
During  Sunday  she  had  kept  up  on  whiskey  alone,  having  drank 
about  one  pint. 

Her  pulse  was  144,  and  sublingual  temperature  99.4''.  The 
pulse  had  considerable  volume  and  strength ;  its  rapidity  being 
due,  in  great  measure,  to  nervous  perturbation. 

The  uterine  contractions  were  of  the  character  which  primi- 
parie  frequently  experience  for  some  hours  without  producing 
marked  exhaustion. 

The  abdomen  was  large  and  prominent,  and  the  uterine  tumor 
was  felt  to  undergo  rhytiunical  contraction  and  relaxation. 

The  child  presented  by  the  head  and  occupied  the  left  occipito- 
anterior position.  The  head  was  above  the  pelvic  brim  and  pro- 
jected well  over  the  symphysis  pubis.  By  auscultation  the  foetal 
heart-sounds  were  audible  to  the  left  of  the  umbilicus. 

Digital  examination  revealed  the  vulva  and  vagina  soft,  moist, 
and  distensible.  The  cervix  was  situated  high  and  was  not 
effaced,  the  os  and  cervical  canal  being  dilatated  only  sufficiently 
to  admit  the  index  finger.  All  the  diameters  of  the  pelvic  cavity 
were  diminished,  and  that  of  the  diagonal  conjugate  measured 
about  one  inch  and  a  half 
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Recognizing  the  necessity  for  Csesarean  section,  steps  were 
taken  for  immediate  action.  Full  directions  were  given  for  the 
preparation  of  the  room,  and  the  patient  was  ordered  a  warm 
soap-bath,  a  vaginal  douche  of  bichl'^ride  of  mercury  solution, 
and  an  enema  to  move  the  bowel,  x  left  at  9  o'clock  to  make 
my  arrangements,  and  returning  at  11,  the  patient  was  ether- 
ized and  the  operation  begun  at  11.55.  The  bladder  was  evacu- 
ated with  a  catheter,  the  hair  shaved  from  the  pubes,  and  the 
field  of  operation  made  aseptic  in  the  usual  manner.  Every 
effort  was  made  to  secure  asepsis  by  preparation  of  the  hands, 
instruments,  sponges,  etc.  The  following  gentlemen  were  present : 
Drs.  S.  C.  Busey,  W.  W.  Johnston,  A.  F.  A.  King,  W.  M.  Sprigg, 
and  R.  M.  EUyson,  and  I  wish  to  express  my  gratitude  for  their 
assistance.  To  Drs.  Sprigg,  Ellyson,  and  H.  B.  Deale  I  am 
greatly  indebted  for  faithful  attendance  during  the  after-treat- 
ment. 

An  incision  was  made  through  the  linea  alba  from  the  umbil- 
icus to  within  one  inch  and  a  half  of  the  symphysis.  The  peri- 
toneal cavity  was  opened  aud  the  incision  carried  through  and 
two  and  one-half  inches  above  the  umbilicus.  The  uterus  was 
lifted  out  of  the  abdominal  cavity  and  the  parietes  held  in  close 
apposition  to  its  sides.  An  elastic  ligature  was  next  passed  be- 
hind the  organ  and  adjusted  around  the  cervix.  This  was  held 
loosely  in  the  hands  of  an  assistant,  who  stood  prepared  to  tighten 
it  at  a  moment's  notice.  A  large  sponge  was  placed  at  the  lower ' 
angle  of  the  wound  to  prevent  blood  or  amniotic  fluid  from  enter- 
ing the  peritoneal  cavity. 

Before  incising  the  organ  an  unsuccessful  attempt  was  made  to 
locate  the  position  of  the  placenta,  which  proved  to  be  attached 
to  the  anterior  wall,  and  was  cut  directly  upon  in  opening  the 
uterus.  Bleeding,  which  had  been  trifling,  now  started  freely, 
but  was  immediately  controlled  by  the  constriction  of  the  elastic 

ligature. 

The  placenta  separated  from  its  attachment  and  was  removed. 
The  infant  was  delivered  by  the  head,  which  presented  at  the 
lower  third  of  the  opening.  It  was  asphyxiated,  and  without 
doubt  would  have  been  lost  but  for  the  skilful  attention  of  Drs. 
Busey  and  King. 
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The  tension  of  the  elastic  tube  was  removed  and  bleeding  was 
slight.  The  uterine  cavity  was  cleansed  of  blood-clots  and 
shreds  of  membrane,  sponged  and  dusted  with  iodoform.  The 
uterine  wound,  which  was  about  five  and  one-half  inches  long, 
was  closed  with  thirteen  deep  and  fifteen  superficial  sutures. 
Silk  was  used  for  both,  the  superficial  ones  being  fine.  The  deep 
stitches  passed  down  to,  but  not  through,  the  endometrium ;  the 
sui)erficial  approximated  the  peritoneal  edges,  which  were  in- 
verted. 

No  fluid  escaped  into  the  peritoneal  cavity  during  the  opera- 
tion, nevertheless  it  was  irrigated  with  boiled  water  at  a  temper- 
ture  of  115°.  The  irrigation  had  a  good  effect  in  producing 
firm  uterine  contraction.  Hypodermic  injections  of  ergot  were 
also  administered. 

The  abdominal  wound  was  next  closed  with  deep  and  super- 
ficial silk  sutures. 

The  time  occupied  from  the  beginning  of  the  operation  to  the 
removal  of  the  child  was  six  minutes,  and  it  was  completed  in 
full,  in  one  hour. 

The  patient  was  transferred  to  bed  in  excellent  condition  and 
without  the  slightest  indication  of  shock.  In  fact,  it  was  ob- 
served that  her  pulse  was  better  than  before  the  operation.  She 
was  wrapped  in  blankets,  and  bottles  of  hot  water  were  applied 
to  her  extremities.  During  the  remainder  of  the  night  she  slept 
some,  complaining  of  nausea,  and  vomited  a  few  times. 

During  the  day  of  the  10th  her  pulse  varied  from  108  to  118, 
and  her  temperature  from  99°  to  100.4°.  She  complained  greatly 
of  thirst  and  begged  for  water,  but  nothing  whatever  was  per- 
mitted by  mouth  fur  seventeen  hours. 

Rectal  injections  of  warm  salt-water  and  beef-tea  were  given. 
The  urine  was  drawn  every  six  hours. 

Monday  night  was  passed  comfortably,  and  Tuesday  the  pulse 
the  temperature  ran  about  the  same  as  the  day  previous.  In  the 
afternoon  the  administration  of  calomel  triturates  was  begun  and 
repeated  every  two  hours. 

On  Wednesday  (third  day)  the  bowels  moved  twice. 

Thursday  night  the  patient  was  restless,  and  Friday  (fifth 
day)  her  condition  was  not  so  satisfactory.  At  7  in  the  morn- 
ing her  temperature  was  100.7",  at  10,  101.5°.     The  abdominal 
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wound  was  examined  and  looked  in  excellent  condition.  A 
disagreeable  odor  of  the  lochial  flow  was  detected  for  the  first 
time.  The  cervix  was  small,  and  os  closed.  Believing  the 
unfavorable  symptoms  were  septic  and  due  to  deficient  drainage 
of  the  uterine  cavity,  the  cervical  canal  was  thoroughly  dilated 
with  steel  instruments  and  the  cavity  of  the  uterus  explored  and 
then  irrigated  with  a  2-per-cent.  solution  of  carbolic  acid.  No 
clots  or  debris  were  found  in  the  uterus.  The  immediate  effect 
of  the  manipulation  was  to  run  up  the  temperature  to  104°,  but 
it  soon  began  to  fall,  and  at  7  o'clock  in  the  evening  was  99.8°. 
From  this  time  the  lochial  discharge  was  regular  and  free  from 
odor.  The  temperature  did  not  rise  again,  and  the  patient  had 
an  uneventful  convalescence.  Antiseptic  vaginal  douches  were 
administered  for  some  days. 

The  baby,  a  well-developed  and  hearty  boy,  is  at  present  four 
months  of  age.  The  mother  is  entirely  recovered.  I  have 
since  obtained  the  following  information  concerning  her  : 

She  is  the  sixth  of  eight  children — all  girls.  Her  parents  are 
of  American  descent,  and  they  lived  upon  a  large  farm,  possess- 
ing every  advantage  of  healthy  surroundings.  Her  sisters  are 
all  living  and  healthy. 

She  was  a  feeble  child  and  did  not  walk  until  eighteen  months 
old.     Her  height  is  forty-five  inches. 

Judging  from  the  conformation  of  the  skull  and  the  incurva- 
tion of  the  long  bones,  she  had  been  evidently  a  subject  of  rickets 
in  early  life. 

The  measurements  of  the  external  pelvic  diameters  are : 

Distance  between  the  anterior  superior  spines  of  ilia     .        .        .  7i  inches. 

"             "         middle  of  crests  of  ilia H  inches. 

"            "         of  external  conjugate 5J  inches. 

"            "         great  trochanters Hi  inches. 

The  upper  portion  of  the  sacrum  projects  forward  between 
the  ilia,  causing  a  marked  depression  at  the  corresponding  part 
of  the  back.  The  greatest  diameter  between  the  iliac  crests  is 
at  the  anterior  spines.  The  variety  of  deformity  is  the  flattened, 
generally  contracted  pelvis. 


THE  CESAREAN  SECTION  FROM   THE  STAND- 
POINT OF  RELATIVE  INDICATION. 

Report  of  Two  Cases. 


By  Egbert  H.  Grandin,  M.D., 
A^eto   York. 


Less  than  a  decade  ago,  when  the  maternal  mortality  fol- 
lowing the  Caesarean  section  varied  from  twenty  per  cent,  to 
forty-five  per  cent.,  the  welfare  of  the  mother  was  alone  to  be 
considered,  and  embryotomy  was  the  sole  recourse  in  instances 
of  absolute  contraction  as  also  in  cases  of  relative  contraction, 
where  the  probability  was  that  even  version  would  have  to  be 
followed  by  perforation  of  the  head  in  order  to  effect  delivery. 
During  the  past  five  years  the  advances  in  abdominal  surgery, 
and  the  certainty  we  have  gained  in  securing  due  closure  of 
the  uterine  wound,  have  altered  the  picture  completely.  The 
obstetrician  has  reached  that  stage  when  in  hospital  practice 
certainly  he  need  no  longer  feel  impelled  to  sacrifice  the  living 
child  in  instances  of  absolute  pelvic  contraction,  and  where  in 
the  presence  of  even  relative  contraction,  he  has  the  right  of 
choice  between  version  and  possible  craniotomy,  or  the  Csesa- 
rean  section.  Such,  at  least,  is  the  position  assumed  by  the 
writer,  and  that  he  has  the  courage  of  his  convictions  the 
cases  recorded  further  on  testify. 

At  the  present  writing  the  maternal  mortality  of  the  Caesa- 
rean  section  in  hospital  practice  varies  from  five  to  ten  per 
cent.     Broadly  speaking,  the  mother's  chances  of  recovery  are 
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nine  out  of  ten."  In  the  hands  of  certain  operators  the 
mortality  is  nil.  [Vide  Hertsch,  Archiv  fur  Gyn.,  xxxvii.  1 
Report  of  seven  cases  with  no  deaths.)  This  rejuvenated 
operation,  indeed,  is  following,  as  regards  its  record,  in  the 
footsteps  of  ovariotomy.  To-day  very  exceptionally  in  the 
hands  of  an  expert  is  laparotomy  for  the  removal  of  an  ova- 
rian cyst  fatal,  and  yet  this  operation  is  decidedly  more  diffi- 
cult than  is  the  Caesarean  section.  In  short,  the  Ctesareau 
section  performed  advisedly  ought  not  to  have  a  mortality 
rate,  and  the  next  decade  will  witness  its  frequent  performance 
in  cases  where  the  alternative  is  probable  embryotomy,  that  is 
to  say,  under  the  relative  indication.  This  prediction  is  based 
on  the  following  considerations. 

The  obstetrician  who  has  been  called  upon  frequently  to 
sacrifice  the  living  child  in  order  to  effect  delivery,  sooner  or 
later  must  begin  to  question  if,  after  all,  he  is  in  conscience 
bound  to  do  so  in  face  of  the  relatively  slight  risk  to  which 
the  bearer  of  the  child  is  subjected  under  the  modern  Caesa 
rean  section.  It  is  not  to-day  a  question  of  destreying  the 
lesser  in  order  to  save  the  greater  life.  We  have  nearly 
reached  the  stage  when,  on  the  contrary,  it  is  a  question  of 
saving  two  lives  at  but  slight  risk  to  one,  through  resort  to  an 
operation  which,  when  performed  according  to  modern  rules, 
is  one  of  the  simplest  of  all  the  major  operations  which  fall 
to  the  lot  of  the  obstetrician.  Anyone  who  has  performed 
embryotomy  on  the  living  will  admit  that,  even  in  the  pres- 
ence of  moderate  pelvic  contraction,  the  steps  are  difficult, 
requiring  more  technical  skill  and  more  experience  than  does 

1  This  paper  being  argumentative  rather  than  statistical,  the  reader  is 
referred  for  data  of  the  latter  nature  to  R.  P.  Harris's  papers  publislied  during 
the  past  few  years  in  The  Medical  News  and  the  American  Journal  of  the  Medi- 
cal Sciences ;  to  Leopold's  work  on  Der  Kaisershnitt  und  seine  Stellung  sur 
K'linstlichen  Fe'dgeburt  Wendung,  etc.  (Stuttgart,  Enke,  1888)  ;  to  R.  A.  Mur- 
ray's paper  in  the  New  York  Medical  Journal,  June  21, 1890  ;  to  the  articles  in 
vol.  ii.  Americam  Systetn  of  Obstetrics,  Philadelphia  (Lea  Brothers  k  Co.); 
to  vol.  iv.  of  the  Cyclop;«dia  of  Obstetrics  and  Gynecology,  edited  by  Grandin 
(Wood  &  Co.,  New  York,  1887). 
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the  Caesarean  section.  Embryotomy,  however  skilfully  per- 
forraefl,  carries  with  it  about  the  same  elements  of  danger  as 
accompany  the  C;esarcan  section.  Traumatism,  shock,  hemor- 
rhage, sepsis — such  are  the  factors  which  we  aim  to  avoid  in 
the  one  operation  as  in  the  other.  When  we  carefully  con- 
sider these  two  operations,  I  believe  it  may  be  emphatically 
stated  that  the  sole  reason  why  the  Ctesarean  section  carries 
with  it  a  greater  maternal  mortality  than  does  embryotomy, 
is  the  fact  that  here,  even  as  in  all  operations  involving  the 
opening  of  the  peritoneal  cavity,  operators  are  not  careful 
enough  of  the  peritoneum  during  the  operation  and  of  the 
intestines  afterward.  This  is  a  point  on  which  I  propose  to 
dwell  further  on.  For  the  present  sufficient  the  statement 
that  to  my  mind  the  factors  which  to-day  militate  against  a 
successful  embryotomy  are  exactly  the  same  as  those  which 
are  at  the  bottom  of  the  maternal  mortality  from  the  Cajsarean 
section,  and,  in  stating  the  deductions  which  my  experience 
with  the  latter  operation  justifies,  I  shall  endeavor  to  sketch 
the  means  at  our  command  for  nullifying  these  factors. 

In  order  to  obtain  the  results  which  I  coufideutly  anticipate 
the  Caesarean  section  will  yield,  and  in  order  to  relegate 
embryotomy  to  its  proper  sphere — oblivion,  except  where  the 
ftetus  is  dead — there  arc  certain  pre-requisites  to  which  I 
desire,  briefly,  to  call  attention  before  giving  the  histories  of 
two  operations  recently  performed  by  myself  and  before  stat- 
ing what  seem  to  me  the  essentials  to  success. 

At  the  outset,  obstetrics  is  with  us,  and  to  a  less  degree  in 
Europe,  too  little  of  a  science.  For  obvious  reasons,  it  is 
impossible  to  elevate  it  to  the  rank  of  a  specialty,  and  yet  I 
am  convinced  that  fewer  mothers  would  be  maimed,  if  not 
lost,  and  that  fewer  children,  certainly,  would  be  sacrificed, 
could  the  lying-in  chamber  be  in  the  hands  of  an  obstetric 
specialist  as  frequently  as,  of  late  years,  it  has  sooner  or  later 
after  delivery  been  visited  by  the  gynecologist.  The  root  of 
the  evil  lies  in  the  medical  school.  The  student  is  graduated 
with  the  impression  that  lal)or  being  a  phj'siological  affair,  all 
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he  need  do  is  to  soak  his  hands  in  bichloride,  have  his  forceps 
in  his  satchel,  and  never  to  forget  his  antiseptic  pad.  This  is 
all  excellent  instruction,  and  these  precautionary  measures  are 
most  laudable,  but  there  is  much  beyond  this,  and  not  the  least 
is  accurate  pelvimetry.  The  student  should  be  taught  to  make 
a  careful  examination  of  the  pelvis  of  every  woman  he  is 
engaged  to  confine ;  he  should  be  told  that  in  every  instance 
where  he  suspects  slight  pelvic  deformity  it  is  his  bounden 
duty  to  resort  to  the  well-known  means  at  our  disposal  for 
determining  the  degree  of  contraction  and  the  probable  size 
of  the  foetus  which  in  due  course  of  time  must  pass  through 
the  parturient  canal.  Having  acquired  this  knowledge,  he  is 
in  a  position  to  estimate  the  worth,  in  a  given  case,  of  induced 
labor,  forceps,  version,  Cresareau  section.  Thus  the  obstetri- 
cian will  be  able  to  determine  upon  the  latter  measure 
advisedly  and  not  increase  the  mortality  rate  of  the  operation 
by  resorting  to  it  after  the  failure  of  forceps  and  of  version 
or  of  both.  The  above  description  applies  to  the  ideal 
obstetrician.  What  nature  of  an  animal  is  he,  to  his  shame, 
far  too  frequently  to-day  ?  How  often  does  he  listen  for  the 
foetal  heart,  or  if  he  listens  can  he  hear  it?  How  many  pos- 
sess a  pelvimeter  or  u.se  one?  How  many  ever  examine  their 
patients  prior  to  the  onset  of  labor  ?  How  many  ever  stop 
to  think,  "  Is  the  forceps  indicated  ?''  before  using  the  instru- 
ment fruitlessly  ?  !More  thorough  obstetric  education,  then,  is 
requisite  before  we  can  hope  to  place  the  Caesarean  section 
where  it  belongs — in  the  rank  of  a  most  beneficent  operation — 
in  that  it  avoids  the  mutilation  of  an  innocent  being  in  order 
to  save,  frequently,  a  guilty  one.  (The  unmarried,  for  instance, 
who  constitute  such  a  large  proportion  of  our  hospital  clien- 
tkh.) 

It  is  further  requisite  to  educate  the  laity  in  favor  of  the 
Caesarean  section,  to  disabuse  people  of  the  idea,  which  I  would 
relegate  to  the  past,  that  it  is  the  physician's  business  to 
murder  the  child,  rather  than  to  save  it  through  subjecting 
the   mother   to  slight  risk.     The  day  has  come  when    the 

Gj  n  Soc  25 


386  CESAREAN  SECTION. 

obstetriciau  can  claim  his  right  to  keep  the  commamhnent, 
"  Thou  shall  do  no  murder,"  and  to  preach  the  doctrine  long 
taught  by  the  Catholic  Church:  "  If  the  cliild  cannot  be 
extracted  without  destroying  it,  it  is  a  mortal  sin  to  kill  it." 
I  was  highly  gratified  some  time  since  to  find  an  Episcopal 
clergyman  in  accord  with  this  view,  and  I  would  that  for  a 
while  the  clergy  of  all  denominations  would  drop  tlieir  squab- 
bles over  creeds  and  texts,  and  teach  their  flocks  that  if  they 
will  procreate,  it  must  not  be  in  the  thought  that  the  physi- 
cian is  bound  to  step  in  and  save  them  from  all  possible  con- 
sequences— even  to  the  extent  of  murder  of  the  babe.  One  of 
the  means  toward  the  desired  end — the  proper  education  of 
the  laity  in  this  matter — will  be  the  decision  of  surgeons  to 
maternity  hospitals  to  cease  doing  embryotomy  in  instances 
in  which  the  Csesarean  section  is  not  contra-indicated  ;  that  is 
to  say,  to  perform  the  section  in  all  cases  in  which  the  proba- 
bility is,  after  careful  examination  (if  need  be,  under  an  anaes- 
thetic, in  order  to  estimate  properly  the  size  of  the  foetus), 
that  any  other  operation  will  yield  a  dead  child.  Then,  in 
the  course  of  time,  the  statistics  of  Cesarean  section  will 
demonstrate  such  slii»;ht  risk  to  the  mother  that  there  will"no 
longer  be  an  excuse  for  embryotomy.  Acting  on  this  prin- 
ciple at  the  New  York  Maternity  Hospital,  my  colleagues 
and  myself  have  had  three  successive  sections,  saving  ail  the 
mothers  and  the  children.  It  is  my  hope  and  belief  that  in 
the  near  future  our  record  in  this  direction  will  prove  a  stim- 
ulus to  the  performance  of  the  operation,  even  in  private 
practice,  under  the  relative  indication.  And  why  not? 
Scores  of  women  the  world  over  risk  their  lives  to-day  to 
secure  relief  from  pain.  Scores  of  surgeons  the  world  over 
open  the  abdomen  for  the  removal  of  ovaries  and  of  tubes 
which  in  no  sense  endanger  life  if  allowed  to  remain.  If  it 
be  justifiable  to  do  this,  and  I  am  not  disputing  it,  all  the 
more  is  it  justifiable  to  open  the  abdomen  to  save  life  nnd  to 
avoid  murder,  especially  since,  to  my  mind,  the  risk  U)  the 
woman,  other  things  equal,  is  no  greater.     If  the  woman  may 
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take  her  life  in  her  hands  in  order  to  be  rid  of,  we  will  say  a 
cystic  ovary,  by  what  right  may  she  refuse  to  run-about  the 
same  risk  in  order  to  save  the  fruit  of  her  womb  ? 

To  state  my  position  in  a  nutshell  :  Given  an  instance  of 
slight  pelvic  contraction  in  which  the  chances  are  against  the 
delivery  of  a  living  child  per  vias  naturales,  and  the  time  for 
induction  of  premature  labor  with  resulting  viable  child  having 
elapsed,  the  obstetrician  is  justified  in  performing  the  Csesarean 
section,  provided  always  the  foetal  heart-sounds  are  clear  and 
regular.  Such  should,  now,  be  the  rule  of  practice  in  maternity 
hospitals,  and  such,  I  believe,  will  eventually  be  the  rule  in 
private  practice.  This  has  been  my  belief  for  years.  I  am 
repeatedly  on  record  as  anxious  in  this  direction  to  shake 
myself  free  from  the  fetters  of  the  past,  fetters  which  we 
were  in  duty  bound  to  wear  so  long  as  the  Ctesarean  sec- 
tion almost  necessarily  entailed  the  death  of  the  mother,  but 
fetters  which  in  the  presence  of  the  statistics  of  to-day,  even,  I 
can  no  longer  hold  should  bind  us.  Let  us  remember  that 
these  statistics  are  not  a  fair  statement  of  the  results  which 
can  be  obtained  when  obstetricians  uniformly  elect  the  opera- 
tion, and  do  not  resort  to  it  only  when  the  mother  is  exhausted 
from  protracted  labor,  possibly  from  fruitless  attempts  at 
delivery  by  forceps  or  version.  The  operation  I  plead  for  is 
done  even  as  is  an  ovariotomy.  The  patient  is  carefully  pre- 
pared for  it,  and  at  the  beginning  of  labor,  before  she  has  had 
a  chance  to  become  in  the  least  exhausted  either  by  nature  or 
by  art,  the  abdomen  is  opened  and  the  child  delivered.  Such 
should  be  the  operation  the  results  of  which  will  amply  justify 
us  in  rejecting  embryotomy  of  the  living  foetus. 

The  first  case  which  I  report  was  performed  at  the  New 
York  Infant  Asylum,  July  13,  1890,  and  its  history — for 
which  I  am  indebted  to  the  resident  obstetrician,  Dr.  V.  M. 
Davis — is  as  follows  : 

Mary  L.,  German,  single,  aged  twenty-eight  years,  primipara. 
Had  been  subject  to  attacks  of  asthma  for  a  year.  Admitted  to 
Infant  Asylum  April  22,  1890.     Attacks  of  asthma  and  bron- 
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chitis  very  frequent,  one  in  June  particularly  severe,  at  which 
time  she  had  pleurisy.  She  ate  very  little,  and  her  general  con- 
dition was  low.  She  had  a  large  cystic  goitre.  The  date  of  her 
last  menstruation  was  November  1st,  and  she  expected  labor  the 
last  of  July.  Contractions  began  on  morning  of  July  13th,  be- 
coming regular  and  frequent  by  evening.  Dr.  Grandin,  the 
visiting  physician  on  duty,  was  summoned.  The  uterine  contrac- 
tions were  regular  and  strong.  The  cervix  was  merged  in  the 
lower  uterine  segment,  and  the  external  os  was  represented  by  a 
dimple  in  the  left  posterior  cul-de-sac,  not  admitting  the  point  of 
the  uterine  sound.  Such  had  been  the  local  condition  for  a 
number  of  hours.  The  fojtal  heart-sounds  were  rapid  and  not  very 
.strong.  The  pelvic  measurements  were,  spines  82  inches,  crests  91, 
diameter  at  the  brim  62.  The  promontory  of  the  sacrum  was 
readily  accessible,  the  conjugata  vera  being  estimated  at  31  to  3* 
inches.  The  pubic  arch  was  narrow,  and  the  ischial  tuberosities 
close  together.  The  foetus  presented  by  the  vertex  (L.  O.  A.),  and 
was  estimated  of  average  size. 

Dr.  Grandin  determined  on  the  Ciesarean  section,  for  the 
following  reasons :  The  condition  of  the  external  os  called  for 
mechanical  dilatation,  and,  in  view  of  its  pin-hole  state  and  firm, 
unyielding  character,  this  dilatation  would  require  considerable 
time.  Owing  to  the  marked  contraction  at  the  pelvic  outlet  and 
the  relative  contraction  at  the  pelvic  brim,  he  judged  that  the 
safety  of  mother  and  child  would  be  best  subserved  by  perform- 
ing version  after  dilatation  had  been  accomplished.  Further,  it 
seemed  probable  that  the  contraction  at  the  outlet  would  necessi- 
tate perforation  of  the  after-coming  head  in  order  to  effect 
delivery.  These  manipulations  —  dilatation,  version,  possible 
craniotomy — aside  from  the  risk  to  the  child,  carried  with  them 
certainty  of  maternal  exhaustion,  to  say  nothing  of  the  traumatism 
to  the  parturient  canal  likely  to  result  from  such  efforts  at  delivery. 
He  therefore  summoned  his  colleagues,  Drs.  H.  J.  Garrigues  and 
George  T.  Harrison,  in  consultation,  and  whilst  awaiting  their 
arrival  preparations  were  made  for  the  Cieijarean  section. 

Dr.  Harrison  reached  the  hospital  at  9.30  p.m.,  and  sanctioned 
the  Csesarean  section. 

The  operation  was  begun  at  9.45  p.m.,  the  j)atient's  general 
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and  local  condition  being  unchanged.  Chloroform  was  the  anaes- 
thetic, and  the  instruments  and  sponges  were  immersed  and 
cleansed  in  boiled  water,  no  antiseptic  whatever  being  used  during 
the  operation,  except  a  two  and  a  half  per  cent,  carbolic  solution 
for  washing  the  hands  of  the  operator  and  his  assistants.  In 
addition  to  Dr.  Harrison,  there  were  present  Drs.  Davis,  Hamilton, 
Sherman,  and  Parry,  of  the  hospital  staff. 

The  incision  was  begun  in  the  median  line  and  extended  above 
the  umbilicus  and  to  the  pubes  for  nine  inches.  There  was  but 
little  hemorrhage.  The  uterus  was  turned  out  and  surrounded 
by  hot  towels.  A  provisional  silver  wire  suture  was  piissed 
through  the  abdominal  parietes  behind  the  uterus,  to  keep  the 
intestines  from  prolapsing.  An  elastic  ligature  was  thrown  around 
the  cervix  and  tightened  by  Dr.  Davis  as  the  uterus  was  incised. 
This  incision  measured  about  four  and  a  half  inches.  The  pla- 
centa was  found  underneath  the  uterine  incision.  Dr.  Grandin 
passed  his  hand  around  it,  seized  a  foot,  and  delivered  the 
asphyxiated  infant  without  difficulty.  The  placenta  and  mem- 
branes were  then  removed,  and  the  uterine  cavity  was  washed 
out  with  hot  water.  Ergot,  3j,  fluid  extract,  was  administered 
hypodermically. 

The  child  (male)  was  delivered  at  10  p.m.,  July  13th,  was 
resuscitated  after  a  few  minutes,  and  weighed  six  pounds  one 
ounce. 

The  measurements  of  the  foetal  head  were :  Sub-occipito-breg- 
matic,  3]  inches;  occipito-frontal,  4^;  occipito-mental,  5;  bi- 
parietal,  3^;  circumference,  13|. 

Ten  silkworm-gut  sutures,  not  including  the  mucosa,  were  used 
to  close  the  incision  in  the  uterus.  Sero-serous  apposition  of  the 
peritoneum  was  secured  by  a  continuous  catgut  Lembert  stitch. 
The  elastic  ligature  was  then  removed,  the  uterus  contracted  well, 
and  there  was  no  hemorrhage.  The  peritoneum  below  the  elastic 
ligature,  and  down  to  its  reflexion  on  the  bladder,  was  found 
torn,  and  fully  a  half-hour  had  to  be  consumed  in  repairing  this. 
Meanwhile  the  nterus  was  enveloped  in  hot  towels,  and  the  peri- 
toneal cavity  was  repeatedly  flushed  by  hot  water. 

The  uterus  was  replaced  in  the  pelvic  cavity  well  contracted, 
and  the  peritoneal  cavity  was  again  thoroughly  irrigated.     The 
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abdominal  parietes  were  brought  together  by  deep  silkworm -gut 
sutures,  and  here  and  there  a  superficial  catgut  suture. 

At  12.25  A.M.,  July  14th,  the  patient  had  rallied  from  the 
anjesthetic  and  was  placed  in  bed.  Her  condition  was  excellent. 
No  shock.  Another  hypodermic  of  ergot  (3j)  was  administered, 
and  teaspoonful  doses  of  hot  water  were  ordered  as  the  only  thing 
to  be  given  by  the  mouth.    Opium  in  any  shape  was  forbidden. 

J^dy  14,  8  a.m.  Patient  had  slept  well.  No  nausea.  Good 
drainage  of  lochia.  Ordered  ,^iv  hot  beef  peptonoids  by  rectum 
every  four  hours ;  hot  water  by  mouth ;  infant  to  the  breast  every 
six  hours. 

15^/i,  A.M.  Imperfect  drainage  through  pin-hole  os.  Electro- 
lized  up  to  No.  25  F. ;  gentle  divulsion.  Ordered  Seidlitz  powder 
in  divided  doses,  frequently  repeated,  to  secure  and  maintain 
intestinal  peristalsis.  In  p.m.,  turpentine  enema  secured  small 
dejection.  Nourishment  during  the  day,  in  addition  to  rectal 
nutrient  enemata,  consisted  of  peptonized  milk. 

16th.  Considerable  nausea  and  vomiting  during  the  day,  slight 
tympanites,  bowels  moved  freely,  lochia  diminished  but  not  fetid. 
Gentle  divulsion  of  os  was  followed  by  normal  flow  of  lochia.  In 
the  afternoon  two  slight  asthmatic  attacks.  Complaints  of  after- 
pains.  R. :  Antipyrine  (gr.  xv),  spts.  ammon.  aromat.  (5J),  p.  r. 
n.  q.  two  hours,  for  three  doses. 

17th,  A.M.  Nausea,  retching,  eructation  of  gas,  hysterical 
attacks,  followed  by  apparent  unconsciousness  of  a  few  minutes' 
duration.  Breathing  asthmatic.  In  a  few  houi-s  a  second  restless 
semi-unconscious  paroxysm.  Cephalalgia.  Ordered  ice-bag  to 
head,  p.m.,  enema  of  assafoetida  and  turpentine  was  followed  by 
large  dejection.  About  8  p.m.  crisis  of  cerebral  aniemia,  followed 
by  display  of  temper  requiring  manual  restraint.  Lochia  normal. 
But  little  nourishment  retained  during  the  day. 

ISth,  A.M.  Asthmatic  respiration.  Hysterical  attack — simu- 
lating catalepsy  —  lasting  one-half  hour.  Frequent  dejections. 
Considerable  tympanites.  In  the  afternoon,  second  asthmatic 
attack.  Took  ample  nourishment  during  the  day.  Ordered 
digitalis,  n^^  v  t.  d. 

19th,  A.M.  Had  a  fair  night.  Nourishment  had  to  be  forced. 
Number   of    fluid    movements.      Abdominal    sutures   removed. 
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Union  apparently  perfect.  One  small  stitch  abscess.  Lochia 
normal. 

20</t,  A.  M.  Frequent  movement  of  the  bowels ;  tympanites 
considerable.  Distaste  for  food.  Stimulants  and  digitalis 
pushed. 

2\st.  Frequent  liquid  movements ;  tympanites  diminished. 
Gaping  of  abdominal  incision  for  two  inches  below  umbilicus. 
Granulations  plentiful.  One  catgut  suture  inserted  to  bring 
gaping  surfaces  in  apposition.  About  fifteen  dejecta  during  the 
day.  Patient  restless,  unmanageable,  semi-delirious,  screamed 
most  of  the  night.  Had  to  tie  her  in  bed.  Stimulants,  digitalis, 
opium,  p.  r.  n. 

22d.  About  the  same  state  of  affairs. 

23c?.  Frequent  movements  of  the  bowels.  Patient  wandering 
and  restless.  Refused  nourishment.  Forced  feeding,  followed 
by  regurgitation.  Melancholic.  Stimulants  and  digitalis  hypo- 
derm  ically. 

'Mill,  2oth,  26th.  Similar  conditions.  At  intervals  maniacal. 
On  several  occasions  had  to  tie  her  in  bed.  Marasmus.  Will 
not  retain  food.  Owing  to  persistent  diarrhoea  cannot  feed  by 
rectum.  Whiskey  and  digitalis  hypodermically.  Asthmatic 
attacks.  Locally  the  cervix  has  re-formed,  uterus  has  involuted 
well.  No  fetor  to  uterine  discharges.  No  pain  or  tenderness. 
Somnolence  toward  evening  of  24th.  Dimness  of  vision.  Urine 
free  from  albumin.  These  symptoms  continued  steadily  up  to 
morning  of  26th,  when  patient  began  to  fail  rapidly,  and  died  at 
10.45  P.M.,  July  26th.  The  accompanying  chart  (on  next 
page)  records  the  temperature,  pulse,  and  respiration. 

Clinical  cause  of  death :  Acute  inanition,  associated  with  puer- 
peral mania. 

Autopsy,  twenty-four  hours  after  death :  The  abdominal  wound 
was  largely  united  by  first  intention.  Slight  loss  of  lustre  of 
peritoneum  in  neighborhood  of  abdominal  incision.  No  fluid  in 
peritoneal  cavity.  Uterine  peritoneum  united.  There  had  been 
no  oozing  of  lochia  into  the  cavity  of  the  peritoneum.  The  lips 
of  the  uterine  incision  were  in  close  apposition,  but  union  was 
imperfect.  The  uterus  was  of  normal  size  for  thirteenth  day  post- 
partum.     Its  cavity  contained  a  little  detritus.     Heart  normal. 
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Extensive  double  plastic  pleurisy  of  some  weeks'  duration. 
Slight  meningitis  along  the  longitudinal  fissure.  Fatty  degener- 
ation of  the  liver.     Spleen  normal.     Blood  scanty  in  amount. 

In  the  opinion  of  the  curator,  there  had  existed  no  septicaemia. 
He  thought  the  pleurisy  was  a  factor  in  the  causation  of  death. 

Remarks. — Notwithstanding  the  unfavorable  issue  in  this 
case,  the  result  cannot,  I  think,  be  laid  to  the  operation  per- 
formed. Death  cannot,  after  close  study  of  the  case,  be 
charged  to  the  section  per  se,  and  I  do  not  regret  having  per- 
formed it.  The  patient's  nutrition  was  against  her  at  the 
outset.  The  mania  which  developed  was  latent  during  the 
whole  time  she  was  under  observation  in  the  asylum.  She 
was  always  moody  and  melancholic,  conditions  which  were 
aggravated  by  the  fact  that  she  was  without  friends  and  home. 
I  question  if  the  mania  and  inanition  would  not  have  followed 
selection  of  the  alternative  operations  which  offered — forcible 
dilatation,  version,  and  probable  craniotomy.  The  case  was 
certainly  an  unfavorable  one  for  any  operation.  The  child  is 
at  this  writing  (August  31st)  in  excellent  health,  and  were  I 
anxious  to  apologize  for  the  operation,  I  might  question  if  of 
the  two  lives  the  more  valuable  had  not  been  saved. 

Let  those  inclined  to  criticise  the  case  from  the  standpoint 
of  the  cmbryotomist  bear  in  mind  the  fact  that  this  patient 
did  not  die  of  shock,  hemorrhage,  or  sepsis,  but  of  a  condi- 
tion which  not  exceptionally,  in  patients  of  low  nutrition, 
leads  to  a  fatal  issue  after  delivery  per  vias  naturales. 

Case  II. — J.  P.,  aged  twenty-three  years,  single,  German  by 
birth,  entered  Maternity  Hospital  June  24, 1890.  She  is  a  small, 
wiry,  poorly-nourished  patient,  of  marked  phlegmatic  disposition. 
Family  and  personal  history  good. 

First  pregnancy  ;  no  miscarriage  or  abortions.  Physical  ex- 
amination revealed  the  heart  and  lungs  normal.  Pelvic  exami- 
nation by  Dr.  Grandin  (July  20,  1890):  Spines  il.,  82  inches; 
crests,  9^  inches;  D.  B.,  61  inches  ;  diagonal  conjugate,  4  inches; 
conjugata  vera,  3^  inches  (estimated).  Bones  thin ;  very  narrow 
pubic  arch ;  sharp  prominent  edge  to  right  ramus ;  promontory  of 
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sacrum  within  easy  reach.     Foetus  estimated  of  average  size,  pre- 
senting L.  O.  A. 

Dr.  H.  G.  Garrigues  saw  the  patient  in  consultation  with  Dr. 
Grandin,  and  agreed  with  him  that  the  CtBsarean  section  was 
iustifiable  from  the  standpoint  of  the  safety  of  the  child,  and  that 
the  increased  risk  to  the  mother  over  version  and  possibly  crani- 
otomy was  slight  enough  to  warrant  the  section  if  she  desired 
a  living  child. 

The  patient  was  carefully  prepared  by  daily  baths,  the  abdo- 
men being  scrubbed  with  soap  and  water,  bichloride  and  ether, 
and  she  was  ordered  stimulants  and  extra  diet.  It  was  impos- 
sible to  predict  the  exact  date  of  confinement,  as  the  woman  was 
uncertain  in  her  data.  Dr.  Grandin  decided  to  operate  at  the 
outset  of  labor. 

Labor  began  at  midnight,  August  8,  1890.  One-third  grain 
of  morphine  was  administered  to  retard  the  contractions.  Pa- 
tient was  given  a  bichloride  bath,  bichloride  douche,  the  abdo- 
men and  pubes  were  shaved  and  scrubbed  with  bichloride ;  the 
bladder  and  rectum  were  emptied.  Patient  ansesthetized  at  3.40 
A.  M.,  August  9th,  the  cervix  being  one-fourth  dilated.  Chloro- 
form was  first  used,  afterward  ether.  Patient  took  anesthetic 
well.  Pulse  before  operation  74.  Operation  began  at  4.03  a.m., 
August  9th,  Dr.  Grandin  being  assisted  by  Dr.  I.  H.  Hauce, 
assistant  surgeon  to  the  hospital,  and  by  Drs.  Van  Rensselaer, 
Heydecker,  and  Probin,  of  the  maternity  staff. 

The  incision  was  made  in  the  median  line,  two  and  a  hall 
inches  below  umbilicus,  extending  two  inches  downward.  This 
was  prolonged  to  a  point  just  below  the  ensiform  cartilage  with 
blunt  scissors.  A  few  bleeding  points  were  clamped.  The 
uterus  was  extracted  from  abdomen  at  4.08  a.m.,  and  imme- 
diately surrounded  with  towels  wrung  out  of  hot  boiled  water, 
no  antiseptic  whatever  being  employed  during  the  operation. 
A  provisional  suture  was  inserted  into  the  abdominal  parietes 
behind  the  uterus.  At  4,12  a.m.,  the  rubber  tourniquet  was 
applied  about  cervix  with  a  loose  single  knot.  At  4.15  a.  m., 
incision  was  made  into  uterus,  the  tourniquet  being  tightened 
as  the  operator  incised  the  uterus.  Incision  in  uterus  began  two 
inches  below  fundus,  and  was  extended  downward  for  about  five 
inches.     The  placenta  was  found  to  be  attached  immediately 
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below  the  incision.  The  hand  was  passed  around  the  placenta, 
and  the  child  was  extracted  by  a  foot.  It  was  asphyxiated,  but 
was  readily  resuscitated.  The  placenta  and  membranes  were 
removed,  and  the  uterine  cavity  was  flushed  with  hot  boiled 
water.  The  uterus  contracted  firmly  and  rapidly  as  soon  as  it 
was  emptied.  Eight  silkworm-gut  sutures  were  then  passed 
through  the  uterine  peritoneum  and  muscle,  avoiding  the  decidua 
vera. 

These  stitches  were  tied  at  4.28  a.m.  The  pulse  very  materi- 
ally weakened  as  the  child  was  extracted,  but  upon  hypodermic 
administration  of  stimulants  it  soon  regained  its  former  quality. 
Three  hypodermics  of  ergot,  .5ss  each,  were  then  given. 

At  4.45  A.M.  a  continuous  catgut  Lembert  stitch  was  used  for 
aero-serous  apposition,  the  deep  uterine  sutures  being  thus  covered 
over.  Constant  irrigation  with  hot  boiled  water  was  kept  up 
during  these  steps. 

At  4.48  A.M.  pulse  was  120,  of  good  quality.  The  tourniquet 
was  then  removed  and  the  uterus  contracted  firmly.  At  4.51 
the  abdominal  cavity  was  again  washed  out,  the  uterus  replaced, 
and  the  parietal  peritoneum  brought  together  by  a  continuous 
catgut  suture.  At  5.06  pulse  was  116  and  of  good  quality.  At 
5.11  the  suturing  of  parietal  peritoneum  was  completed. 

A  line  of  silkworm-gut  sutures,  twenty-four  in  number,  were 
next  inserted  into  the  abdominal  jmrietes.  At  5.35  the  last  of 
these  was  tied.  Pulse  124,  of  good  quality.  A  hot  saline  solu- 
tion, 2\  per  cent.  (1  pint),  was  introduced  into  the  rectum,  and 
the  abdomen  was  dressed  as  is  customary.  A  hot  vaginal  douche 
(1  in  8000  bichloride)  was  given.  At  5.55  the  patient  was  trans- 
ferred to  a  special  room.  She  was  then  in  a  state  of  shock,  semi- 
unconscious,  skin  cool  and  clammy,  respirations  superficial  and 
rapid,  pulse  124. 

The  child  was  a  male,  7  pounds  71  ounces  in  weight,  with 
the  following  head  diameters :  Sub-occipito-bregmatic,  32' inches; 
occipito-frontal,  4t  inches;  occipito-mental,  4*  inches;  biparietal, 
Scinches;  bitemporal,  3i  inches;  circumference,  131  inches. 

After-hUtorij :  Patient  rallied  well  from  the  anaesthetic,  after 
which  she  vomited  slightly.  Pulse  being  138,  stimulants  were 
given  hypodermically,  also  ergot.     For  the  vomiting  and  exces- 
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sive  thirst  teaspoonful  doses  of  hot  water  were  given  very 
frequently.  She  also  received  n^^  v  Magendie's  solution.  Baby 
was  put  to  the  breast  every  six  hours.  Enema  of  beef  pep- 
tonoids  was  given  every  six  hours.  The  patient  slept  very 
little  during  the  night.  Next  day  she  had  some  tympanites, 
vomited  yellowish  fluid  several  times.  Given  five  doses  of  calo- 
mel, one-half  grain  each,  every  half  hour,  followed  by  a  Seidlitz 
powder,  enema  of  turpentine,  and  same  (ti\,  v)  internally  in  cap- 
sules every  three  hours  for  tympanites.  No  movement  followed, 
and  calomel  was  repeated. 

On  August  11th  she  received  in  the  morning  five  doses  of 
saturated  solution  of  Epsom  salts  in  teaspoonful  doses.  She  then 
bad  during  the  day  about  two  dozen  small,  loose,  thin  move- 
ments. Ordered :  enema  of  beef  peptonoids  with  whiskey ;  itl  iij 
tincture  digitalis  three  times  a  day;  later  peptonized  milk  per  os 
was  added  in  teaspoonful  doses.  Next  day  (August  12th)  she 
had  about  the  same  number  of  loose,  fluid  movements,  somewhat 
more  greenish.  Ordered :  enema  of  starch,  bismuth,  and  vii  x 
tincture  of  opium,  all  rectal  alimentation  to  be  stopped,  and  she 
was  fed  only  by  mouth  with  peptonized  milk.  Tympanites  had 
nearly  disappeared,  the  diarrhoea  was  checked. 

ISth.  Peptonized  milk ;  brandy  every  three  hours.  Her 
general  condition  good,  except  a  little  pain  in  lower  part  of 
abdomen.  On  the  sixth  day  after  operation  (August  14th)  the 
dressing  was  removed,  and  it  was  found  that  good  union  had 
resulted,  except  the  three  lower  sutures,  where  there  was,  how- 
ever, deep  union.  No  pus  was  anywhere  to  be  perceived  on  the 
wound.  Every  other  suture  was  removed,  and  the  three  lower 
sutures,  where  there  was  absence  of  superficial  union,  were 
touched  with  a  solid  stick  of  nitrate  of  silver.  The  line  of  inci- 
sion was  then  covered  with  a  layer  of  balsam  of  Peru  and  re- 
dressed. Uterus  was  hard  and  well  contracted.  Phenacetin 
(10  grs.)  was  given  for  the  first  time,  her  temperature  having 
passed  102°,  also  10  grains  of  quinine  with  dilute  hydrobromic 
acid  ni  xx  twice  a  day.     In  the  evening  she  had  a  slight  chill. 

15th.  Receives  now  peptonized  milk  q.  s.,  beef  tea,  white  oi 
an  egg  with  wine  of  pepsin. 

16</i.  Same  medication  and  feeding  continued.     Slight  chill 
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after  taking  quinine.  The  remaining  stitches  were  removed  and 
wound  dressed  as  before.  Although  no  fetor  existed,  an  intra- 
uterine douche  of  2i  per  cent,  carbolic  was  given  later,  to  be 
followed  twice  daily  by  vaginal  douches  of  same. 

Given  six  doses  each  \  grain  calomel  hourly,  followed  by  a 
saline.  Patient  feels  very  well  save  a  slight  cough,  which  might 
account  for  the  temperature.  Rales  are  heard  over  chest. 
Ordered  opium  and  squills  cough  mixture. 

nth.  Patient  passed  a  good  night,  sleeping  considerably.  Her 
general  health  is  good  and  she  is  regaining  strength,  raanifestmg 
quite  an  interest  in  her  child.  Her  nourishment  durmg  the  last 
twenty-four  hours  has  been:  2J  pints  peptonized  milk,  i  pint 
beef  tea,  whites  of  five  eggs  with  wine  of  pepsin,  and  2  ounces 
of  whiskey.  Medication  is  10  grains  of  quinine  twice  a  day,  and 
Ti\^  X  tincture  digitalis  t.  i.  d. 

18^/1.  Small  abscess  in  the  parietes  at  level  of  umbilicus  was 
opened,  and  from  this  date  on  the  patient  steadily  convalesced. 
On  the  sixteenth  day  after  operation  she  was  transferred  to  the 
convalescent  ward;  on  the  twentieth  day  she  was  out  of  bed. 
On  August  31st  the  patient  was  thoroughly  convalescent;  the 
uterus  well  involuted ;  is  nursing  her  child. 

The  child  (August  31st)  is  well  and  strong.  The  course  of 
the  temperature,  pulse,  and  respiration  is  shown  in  the  chart 
on  the  following  page. 

Remarks.— This  case  differed  from  Case  I.  iu  two  impor- 
tant particulars.     In  the  first  place,  I  was  enabled  to  prepare 
the  patient  properly  for  tlie  major  operation  to  which  I  deter- 
mined to  subject  her.     At  the  outset  of  labor  she  was  in  as 
thorough  a  physical  condition  as  art  could  place  her.     Sec- 
ondly, her  intestinal  tract  had  been  thoroughly  cleansed  for 
days  beforehand.     These  are  factors  which  will  always  weigh 
in  favor  of  a  successful  major  operation.     Case  I.,,  on  the 
contrary,  was  not  sgen  by  me  until  I  was  called  upon  at  once 
to  decide  what  was  best  for  the  patient.     Her  general  nutri- 
tion was  very  far  below  par  and  the  great  systemic  emuucto- 
ries  were  in  the  reverse  of  good  order.     Independently  of  the 
mania,  therefore,  which  was  a  factor  in  the  fatal  issue,  her 
convalescence  would  have  been  very  protracted  had  she  lived. 
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My  experience  with  four  cases  of  Csesarean  section — I  have 
directly  assisted  at  two  in  addition  to  the  operations  per- 
formed by  myself— has  taught  me  certain  pre- requisites  to 
success  which  I  desire  to  summarize  in  brief  here. 

Aside  from  deliberate  election  of  the  operation,  on  which  I 
have  laid  sufficient  stress,  it  seems  to  me  most  important  to 
dispense  with  all  antiseptics  during  the  operation.  The  pa- 
tient, the  operator  and  assistants  having  been  rendered  as 
aseptic  as  possible,  I  would  not  use  thereafter  bichloride,  car- 
bolic or  other  germicides.  I  fear  the  traumatic  eifect  of  these 
agents  on  the  peritoneum  and  wounded  surfaces  more  than  I 
fear  the  possible  germs.  When  we  remember  the  eftect  of 
solutions  of  the  bichloride  and  of  carbolic  on  the  hands  of 
the  operator,  we  should  hesitate  before  subjecting  the  perito- 
neal cavity  to  irrigation  by  such  agents  in  cases  where  we  are 
not  dealing  with  pus.  Boiled  water  is  safer  for  irrigation, 
and  will  answer  every  demand  of  modern  asepsis. 

The  question  of  operating  in  situ  on  the  uterus  or  after 
eventration,  I  would  decide  in  favor  oi  the  latter.  A  few 
inches  more  in  the  abdominal  incision  are  not  likely  to  influ- 
ence the  result,  and  it  is  decidedly  preferable  to  be  able  to 
guard  thoroughly  against  the  entrance  of  lochia  or  liquor 
amnii  into  the  peritoneal  cavity.  Further,  in  case  of  diffi- 
culty in  extracting  the  fatus  through  the  uterine  incision,  the 
uterus  is  the  better  under  control  if  outside  the  abdomen. 

The  elastic  ligature  I  shall  in  the  future  dispense  with  and 
substitute  manual  compression.  The  arteries  which  it  is 
necessary  to  control  are  in  full  view,  and  much  compression 
is  not  necessary.  In  my  two  cases,  and  in  a  third  at  which  I 
assisted,  the  rubber  ligature  either  bruised  or  tore  the  perito- 
neum down  to  its  reflexion  on  the  bladder,  and  in  the  latter 
event  it  is  no  easy  matter  to  repair  the  damage,  aside  from  the 
waste  of  time  entailed. 

The  securing  of  ample  peristalsis  as  soon  as  possible  after 
the  patient  has  thoroughly  recovered  from  the  shock  of  the 
operation  is,  to  my  mind,  a  most  essential  factor  during  con- 
valescence.    We  thus,  as  it  were,  prepare  from  the  start  to 
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meet  tlie  ouly  complication  which  may  imperil  the  paticut 
after  she  has  rallied  from  shock.  This  complication  is  peri- 
tonitis. By  securing  early  peristalsis,  we  drain  the  peritoneal 
cavity  constantly,  we  deplete  it,  and  in  the  event  of  the  devel- 
opment of  peritonitis  we  are  in  a  position  to  limit  its  effects,  if 
not  to  abort  it.  My  rule  has  been,  with  this  end  in  view,  to 
prohibit  absolutely  the  administration  of  opium  unless  driven 
to  it — for  opium  paralyzes  peristalsis  and  locks  up  the  secre- 
tions— and  to  resort  to  measures  for  moving  the  bowels  within 
twelve  hours  after  the  operation. 

In  reference  to  the  method  of  suturing  the  uterus,  I  need 
not  at  this  time  lay  stress.  The  sero -serous  suture  is  the  step 
which  renders  it  possible  to  plead  for  the  Cesarean  section  at 
all.  If  the  uterine  suture  be  carefully  and  rightly  used  there 
can  be  no  oozing  of  lochia  into  the  peritoneal  cavity,  sec- 
ondary hemorrhage  need  not  be  feared,  and  thus  the  elective 
Cesarean  section  performed  ascptically  may  very  properly 
face  the  single  complication  which  is  associated  with  every 
operation,  major  and  minor,  and  against  which  as  yet  our 
surgical  resources  are  often  without  avail.  This  complication 
is  shock.  If  the  Caesarean  section  from  a  relative  standpoint 
is  to  be  condemned  because  the  woman  may  die  of  shock,  then 
on  similar  ground  we  must  refrain  from  any  surgical  proce- 
dure not  absolutely  forced  upon  us. 

Finally,  and  I  purposely  repeat  myself,  in  deciding  for  or 
again.st  the  Cesarean  section  in  a  given  case,  it  should  never 
be  forgotten  that  a  most  valuable  and  impressive  lesson  is 
taught  us  by  reference  to  instances  where  this  operation  has 
been  performed  without  the  consent  of  the  patient  and  in  the 
absence  of  the  obstetrician.  By  far  the  greater  proportion  of 
women  on  whom  the  section  has  been  performed  by  the  horn 
of  cattle  have  recovered.^  The  operation  tens  in  a  measure 
eledive,  the  patients  were  not  exhausted  through  2^^'olonged 
labor  or  fruitless  attempts  at  delivery  by  forceps  or  version. 
The  moral  is  obvious. 

•  Vide  Harris,  Cattle-horn  Lacerations  of  the  Abdomen  and  Uterus  of  Preg- 
nant Women.    American  Journal  of  Obstetrics,  1887. 
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WILLIAM  HEATH  BYFORD,  A.M.,  M.D. 


By  Edward  W.  Jknks,  M.D. 
Detroit,  Mich. 


"Homo  multi  consilii  et  optimi." 

The  pioneers  of  American  gynecology  are  gradually 
diminishing  in  number.  Among  tho.se  contemporaries  of 
Sims,  Peaslee,  Kimball,  and  the  Atlees,  who  have  ceased 
from  their  labors,  and  the  few  still  laboring  to  add  lustre 
to  American  gynecology,  none  has  been  more  widely  known 
and  justly  appreciated  througiiout  the  great  Northwest  than 
was  William  H.  Byford.  Reared  in  poverty,  and  in  spite  of 
very  limited  educational  advantages,  he  long  since  attained 
distinction  as  a  teacher,  writer,  and  practitioner.  This  country 
has  furnished  the  world  with  many  examples  of  great  men 
in  the  various  vocations  of  life,  who  had  but  scanty  early 
educational  opportunities,  but  it  has  not  offered  a  more  emi- 
nent example  of  a  self-made  man  than  in  the  person  of  Dr. 
Byford. 

Those  who  were  brought  into  close  relationship  with  him 
can  readily  understand  and  appreciate  that  remark,  jnade  by 
one  of  his  many  friends,  that  he  "  was  no  ordinary  man." 
The  truth  of  this  statement  is  verified  by  the  eminence  in 
the  medical  profession  which  he  attained. 

William  Heath  Byford  was  born  at  Eaton,  Ohio,  March 
20,  1817.     His  father,  soon  after  the  birth  of  his  son,  re- 
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moved  his  family  to  New  Albany,  Indiana,  and  later  to  the 
small  village  of  Hiudoostan  in  the  same  state.  This  region 
in  those  days  was  a  new  and  very  thinly  settled  country,  but 
it  had  a  district  school  which  William  Byford  attended  until 
the  age  of  nine,  when  his  father's  death  compelled  him  to 
provide  for  himself.  His  schooldays  were  now  ended,  but 
the  short  time  spent  in  the  common  school  was  of  incalcula- 
ble advantage,  as  it  served  as  the  sole  basis  for  his  self-educa- 
tion. From  his  scant  earnings,  gained  at  various  kinds  of 
manual  labor,  he  assisted  his  widowed  mother  in  supporting 
the  family  for  about  four  years  after  his  father's  death,  when 
he  and  his  mother  went  to  his  maternal  grandfather's  farm. 
He  determined  to  learn  a  trade,  and  having  been  refused  to 
be  taken  as  an  apprentice  by  a  blacksmith,  he  applied  to  a 
tailor,  who  accepted  him,  and  of  whom  Dr.  Byford  spoke  as 
"  a  kind-hearted  Christian  gentleman  by  the  name  of  Davis." 
At  the  age  of  twenty  he  discovered  that  his  ambition  was 
ungratified  by  learning  a  trade,  for  the  reason  that  he  had 
been  gaining  knowledge  of  a  character  that  made  him  aspire 
to  something  higher.  While  serving  his  employer  on  the 
tailor's  bench  he  devoted  every  spare  moment  to  study.  In 
this  way,  with  zeal,  industry,  and  an  unremitting  energy,  he 
pursued  his  studies  and  obtained  a  fair  knowledge  of  English, 
French,  Latin,  and  Greek.  Later  he  directed  his  attention 
to  chemistry  and  physiology,  and  becoming  interested  in  the 
study  of  medicine,  he  determined  to  become  a  physician.  For 
the  purpose  of  accomplishing  this  he  entered  the  office  of  Dr. 
Joseph  Maddox,  of  Vincennes,  Indiana,  and  afterward,  in 
accordance  with  the  custom  then  prevailing  in  that  State,  was 
examined  by  a  board  of  commissioners  appointed  for  the 
purpose,  who  certified  to  his  qualifications  and  authorized  him 
to  engage  in  the  practice  of  medicine  and  surgery.  He  began 
his  professional  work  at  Owensville,  in  the  same  State,  in 
1838,  where  he  remained  two  years  and  then  removed  to  Mt. 
Vernon,  where  he  associated  himself  with  Dr.  Hezekiah 
Holland,  whose  daughter  subsequently  i)ccame  his  wife. 
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Dr.  Bjford  resided  in  Mt.  Vernon  ten  years.     While  a 
resident  of  this  town  he  entered  the  Ohio  Medical  College, 
from  which  he  was  graduated  in  1845.   After  receiving  his  di- 
ploma he  resumed  practice  in  ^It.  Vernon.    In  1847  he  made 
two  Csesarean  operations  and  published  an  excellent  account 
of  them.     Although  it  does  not  appear  that  either  case  was 
in  its  fullest  sense  successful,  yet  Dr.  By  ford's  publication  of 
these  operations  was  followed  by  other  contributions  to  medi- 
cal journals  which  attracted  the  attention  of  physicians  quite 
generally,  and   gave   him   a    reputation    foreshadowing   the 
much  greater  one  he  afterward  obtained.     In  October,  1850, 
he  went  to  Evansville,  Indiana,  to  reside,  having  been  elected 
Professor  ot  Anatomy  in  the   Evansville  Medical  College. 
In  1852  he  was  transferred  to  the  Chair  of  Theory  and 
Practice  in  the  same  school,  which  he  held  until  1854,  when 
the  college  ceased  giving  instruction.     A  medical  journal  was 
published  at  that  time  in  Evansville  of  which  Dr.  By  ford 
was  one  of  the  editors.     At  the  meeting  of  the  American 
Medical  Association  in  May,  1857,  he  was  made  vice-presi- 
dent, and  in  the  fall  of  the  same  year  was  elected  to  the  pro- 
fessorship of  Obstetrics  and  Diseases  of  Women  and  Children 
in   Rush    Medical  Colege,  at   Chicago.     He   occupied   this 
chair  till  the  organization  of  the  Chicago  Medical  College 
two  years  later,  of  which  he  was  one  of  the  founders.     Here 
he  labored  continuously  in  the  same  line  of  work  till  1879, 
when  he  returned  to  Rush  Medical  College  to  occupy  the 
Chair  of  Gynecology,  especially  created  for  him.    Dr.  Byford 
was  one  of  the  founders  of  the  Women's  Medical  College,  of 
Chicago,  organized  in  1870,  and  was  elected  President  of  the 
Faculty  and  also  of  the  Board  of  Trustees.     The  success  of 
this  institution   and   the   principle  which   it  embodies  was 
always  one  of  his  dearest  interests,  for  which  the  women  of 
the  profession  throughout  America  will  ever  hold  him  in 
most   grateful    remembrance.     He   took  an  active    part   in 
organizing  this  Society,  of  which  he  was  one  of  the  first  vice- 
presidents,  and  in  1881  was  elected  president.     Dr.  Byford 
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served  in  various  hospitals,  but  the  Woman's  Hospital  in 
Chicago,  as  it  is  now,  with  nearly  one-third  of  its  beds  free, 
is  one  of  the  best  of  monuments  to  his  persistent  labors. 

Dr.  Byford's  first  contribution  to  medical  literature  was,  as 
before  stated,  in  1847.  This  was  followed  by  many  contri- 
butions to  medical  journals  and  in  the  transactions  of  various 
medical  societies.  His  brochure  on  Chronic  Inflammation 
and  Displacements  of  the  Unimpregnated  Uterus  appeared 
in  1864,  and  was  succeeded  in  1866  by  his  large  work  on  the 
Practice  of  Medicine  and  Surgery  Applied  to  the  Diseases 
and  Accidents  of  Women.  This  publication  passed  through 
its  fourth  edition  in  1888.  A  small  volume  for  general  dis- 
tribution, entitled  The  Philosophy  of  Domestic  Life,  was 
published  in  18G9,  and  in  1862  his  text-book  on  Obstetrics 
was  published,  of  which  a  second  edition  appeared  in  1873. 
For  a  number  of  years  Dr.  Byford  was  one  of  the  editors  of 
the  Chicago  Medical  Journal^  and  later  became  editor-in-chief 
of  the  Chicago  Medical  Journal  and  Examiner.  His  early 
investigations  and  advocacy  of  the  use  of  ergot  in  the  treat- 
ment of  uterine  fibroids  made  him  an  authority  on  this 
method.  It  was  made  the  subject  of  his  address  as  president 
of  the  Section  at  the  meeting  of  the  American  Medical  Asso- 
ciation in  1872,  and  excited  marked  attention  throughout  the 
country.  His  name  is  also  closely  associated  with  other  i)ro- 
cedures,  as,  recital  drainage  of  pelvic  abscesses  which  have 
already  opened  into  the  bowel ;  laparotomy  for  ruptured 
extra-uterine  fcctation,  proposed  before  Tait's  time.  Dr. 
Byford  was  a  consultant  of  the  highest  order,  both  from  the 
standpoint  of  the  proiession  and  that  of  the  clientele,  because 
he  was  courteous  and  honorable  in  his  conduct  toward  physi- 
cians, and  because  as  a  gynecologist  he  approached  the  ideal, 
in  that  his  special  knowledge  was  based  upon  the  firm  founda- 
tion of  sound  judgment  and  an  extensive  and  varied  experi- 
ence in  a  general  practice  of  twenty-five  years. 

In  faculty  or  society  meetings  whenever  disagreements  arose 
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his  influence  was  ever  on  the  side  of  harmony.     Among  his 
confreres  he  was  preeminently  a  peacemaker. 

The  writer's  acquaintance  with  Dr.  Byford,  which  soon 
ripened  into  quite  intimate  friendship,  began  more  than  a 
quarter  of  a  century  ago,  when,  just  entering  the  profession, 
his  advice  was  solicited  concerning  matters  purely  personal. 
We  were  often  travelling  companions  in  the  early  days  of  this 
Society,  and  for  a  few  years  we  wore  neighbors  and  met  almost 
daily.  He  was  a  genial  companion,  modest  in  demeanor, 
with  a  fund  of  anecdote  pleasureable  and  instructive  and 
never  of  an  objectionable  character.  His  manner  was  im- 
pressive, commanding  respect  as  became  one  who  was  in 
every  regard  a  typical  Christian  gentleman. 

He  possessed  in  an  eminent  degree  that  quality  which  is 
often  termed  personal  magnetism,  a  quality  which  could  not 
be  better  manifested  than  by  the  quickness  and  pleasure  with 
which  children  always  responded  to  his  ever  friendly  notice. 

Our  mutual  friend,  Dr.  H.  P.  Merriman,  of  Chicago,  has 
paid  the  following  tribute  to  him,  than  which  none  could  be 
higher:  "  I  found  in   him  that  education  which  all  colleges 
aim  to  give,  bur  which  they  so  frequently  fail   to  confer, 
namely,  mental  and  moral  power,  which  he  could  use  in  the 
every-day  work  of  life.     Not  only  do  his  books  and  his  lec- 
tures show  the  strength  of  his  mental  power,  but  when  any 
of  us  took  him  a  knotty  problem  or  a  difficult  case,  we  were 
surprised  at  the  light  he  threw  upon  it,  and  the  readiness 
with  which  he  cleared  up   its    intricacies.     I  found  in  him 
a  moral  power  that  was  a  constant   delight.    He  could   be 
depended  upon  in  emergencies  requiring  strength  of  character 
as  well  as  of  intellect.     There  was  a  largeness  in  his  spiritual 
calibre  that  made  him   above   petty  jealousies.      His'  heart 
rejoiced  in  the  success  of  others,  and  it  always   gladdened 
him  to  help  them." 

Upon  women  who  are  endeavoring  to  do  something  in  the 
world,  whether  from  ambition  or  necessity,  or  a  desire  to  be 
useful  to  their  kind,  no  greater  boon  can   be  conferred  than 
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the  ways  autl  meaus  to  liclp  themselves.  The  earnestness 
with  which  Dr.  Byford  labored  for  the  furtherance  of  the 
medical  education  of  women  and  the  training  of  them  for 
nurses  showed  not  only  that  he  appreciated  this  truth,  but 
that  he  possessed  a  truly  philanthropic  spirit. 

A  glance  at  Dr.  Byford's  life  beyond  the  professional  por- 
tion reveals  another  side  of  a  fine  nature.  His  tastes  were  of 
a  domestic  character.  In  his  own  home,  surrounded  by  those 
he  loved  and  who  in  turn  were  devoted  to  him,  he  found  his 
chief  pleasure. 

Dr.  Byford  was  twice  married.  In  1840  to  Mary  Anne 
Holland,  a  daughter  of  Dr.  Hezekiah  Holland,  by  whom  he 
had  four  children.  She  died  in  1864.  In  1873  he  married 
Miss  Lina  Flersheim,  who  had  one  child,  which  died  in 
infancy.  His  eldest  son,  who  was  engaged  in  the  practice  of 
medicine  in  Minneapolis,  died  several  years  ago.  One  of  the 
distinguished  Fellows  of  this  Society,  Dr.  Henry  T.  Byford, 
is  the  sole  surviving  sou. 

Dr.  Byford's  family  are  well  provided  for,  as  the  result  of 
an  unusually  lucrative  practice  and  judicious  investments. 

Dr.  Byford's  death  was  not  preceded  by  any  painful  or 
protracted  •illness,  although  he  had  been  cognizant  for  about 
three  years  that  he  was  liable  at  any  moment  to  be  overtaken 
by  the  great  Destroyer. 

At  the  age  of  seventy-three,  with  his  mental  faculties  un- 
impaired, he  continued  his  daily  routine  of  professional  work 
almost  to  the  end  of  his  earthly  career.  He  retired  as  usual 
on  the  night  of  the  20th  of  last  May,  and  in  the  early 
morning  of  the  next  day  succumbed  to  an  attack  of  angina 
pectoris. 

His  death  was  an  ideal  one  for  such  a  man,  honored  and 
beloved  as  he  was.  With  a  long  life  well  spent,  after  a  full 
day's  labor  he  drops  the  burden  of  life  "  like  one  who  wraps 
the  drapery  of  his  couch  about  him  and  lies  down  to  pleasant 
dreams." 
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